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of Urinary Lithiasis* 


LauRENCE F. Greene, M. D. 
Section on Urology, 
Mayo Clinic, Rochester, Minnesota . 


A vast literature concerning the etiology and 
therapy of urinary lithiasis has accumulated. The pur- 
pose of this report is to detail those concepts of this 
problem which are established and widely accepted. 
Perforce a large body of conjectural or hypothetical 
data will be omitted. 

ETIOLOGIC FACTORS 

Hyperparathyroidism.—The conception that hyper- 
parathyroidism is a rare disease manifesting itself by 
osteitis fibrosa cystica is now outmoded. At the pres- 
ent time most cases of hyperparathyroidism are de- 
tected by intensive investigations of patients afflicted 
with urinary calculi.3 It has been variously estimated 
that hyperparathyroidism is responsible for urinary 
calculi of 5 to 15 per cent of patients with lithiasis. 
If studies for hyperparathyroidism were carried out 
for all patients with urinary calculi whose stones were 
known not to be of cystine or uric acid or of an uratic 
or xanthine nature, it is likely that hyperparathyroid- 
ism might be found in a larger percentage of cases. 
In the past it was considered that the cases of renal 
calculi in which hyperparathyroidism was most likely 
to be found were those in which there was a history 
of long-standing calculous disease and roentgeno- 
graphic evidence of diffuse or miliary calcinosis of 
the renal parenchyma. Hyperparathyroidism has been 
found in cases in which there has been but one attack 
of renal colic and roentgenograms have revealed only 
one stone. 

The diagnostic criteria of hyperparathyroidism are 
hypercalcemia, hypophosphatemia, hypercalcinuria 
and hyperphosphaturia. The normal value for serum 
calcium generally accepted is 10 mg. per 100 cc., 
plus or minus 1 mg. Repeated determinations of the 
concentration of serum calcium may be necessary. If 
the average concentration of serum calcium is more 
than 10.5 mg. per 100 cc. the possibility of the disease 
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must be considered seriously. Determination of the 
concentration of total serum protein is necessary be- 
cause of its importance in the interpretation of equivo- 
cal values for serum calcium. If the concentration of 
total protein is low, a normal or even reduced con- 
centration of serum calcium may actually be indicative 
of hyperparathyroidism. The concentration of in- 
organic phosphorus in the serum is usually reduced 
in hyperparathyroidism (normal value: 3.5 mg. per 
100 cc., plus or minus 0.5 mg.). 

Hypercalcinuria may be demonstrated by the Sul- 
kowitch test. To perform this test the patient is ad- 
vised to avoid milk or milk products and limit the 
fluid intake to 1,500 cc. daily. A few cubic centimeters 
of urine is added to a reagent containing 2.5 gm. of 
oxalic acid, 2.5 gm. of ammonium oxalate, 5 cc. of 
glacial acetic acid and as much distilled water as 
necessary up to 150 cc. The absence of clouding in- 
dicates that calcium is not present and the concentra- 
tion is probably 5 to 7 mg. per 100 cc. of serum. A 
faint white cloud indicates normal amounts of calcium 
in serum and urine. Excessive clouding of this solution 
is presumptive indication of advanced calcinuria. 
Hyperparathyroidism can, in most instances, be ex- 
cluded if results of Sulkowitch’s test are negative, but 
a positive diagnosis cannot be established by positive 
results to this test. The latter indicates the necessity 
of further studies of the blood and urine. 

In cases in which uncertainty persists, quantitative 
determination of the excretion of calcium in the urine 
while the patient is on a diet low in calcium is neces- 
sary. The patient is placed on a weighed diet contain- 
ing 2,000 calories and 125 mg. of calcium each day. 
A normal person will excrete less than 100 mg. of cal- 
cium daily in the urine. A patient with hyperpara- 
thyroidism generally will excrete more than 200 mg. 
per day. Daily urinary excretion of 150 to 200 mg. 
of calcium should be regarded with suspicion. 

Certain roentgenologic findings may be helpful in 
the diagnosis of hyperparathyroidism when there is 
associated disease of bone. Extensive fibrocystic 
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changes, bone cysts, giant cell tumors and pathologic 
fractures may be found in cases of severe hyperpara- 
thyroidism. In other cases there may be only de- 
mineralization of all bones with coarse trabeculae. The 
bones of the skull characteristically show a diffuse 
miliary demineralization with obliteration of the tables. 
Subcortical resorption is a characteristic finding in 
the long bones. 

Cystinuria and Cystine Stones——Cystinuria and 
cystine stones occur as the result of an inborn error of 
metabolism. Males are affected by the disease twice 
as frequently as females and there is a distinct 
tendency to familial occurrence of the disorder. 
Cystine is the amino acid which contains the sulfur 
of the protein molecule. It is ordinarily converted to 
taurocholic acid which is secreted in the bile or to 
sulphates which are excreted in the urine. In cystinuria 
the oxidation to sulphates is disturbed and large 
quantities of cystine are found in the urine. If the 
urine is*alkaline the cystine is carried in solution; if 
acid the cystine precipitates as colorless hexagonal 
crystals. Cystine calculi are found to develop among 
3 per cent of patients with cystinuria. 

Uric Acid Stones.—Uric acid infarcts and showers 
of uric acid calculi noted at times in the urine of gouty 
patients have long been considered as being related 
to lithiasis. High concentrations of uric acid in the 
blood, or excessive excretion of this chemical in the 
urine has not been shown to be the cause of uric 
acid or urate stone.8 Patients with gout may have 
associated uric acid calculi. The majority of patients 
with uric acid stones, however, do not exhibit clinical 
evidences of gout, and determinations of concentra- 
tions of uric acid in the blood and urine of these pa- 
tients yield normal findings. Uric acid stones form in 
an acid medium. 

Oxalate Calculi—Increased concentrations of oxalic 
acid in the blood and urine may occur from exogenous 
sources such as certain fruits and vegetables, and from 
endogenous errors in metabolism. Oxalate stones can 
form in an acid or alkaline medium. 


Urinary Infections in Urolithiasis—Practically every 
variety of bacteria has been found in association with 
urinary calculi. Certain bacteria possess the power 
to hydrolyze urea and liberate ammonium carbonate 
and are referred to as urea-splitters. This reaction can 
be expressed as CO(NH.):+-2H.O (NH,)2CO;. The 
intense alkalinization of the urine that results from 
this decreased pre- 
cipitation of the calcium. Whether organisms other 


process causes solubility and 
than urea-splitters can enter into calculous formation 
is not known. It is agreed that bacteria require a site 
of degenerated renal, ureteral or vesical epithelium on 
which to act before a stone-forming process can be 
started. 

Urostasis in Urolithiasis—All evidence, clinical and 
experimental, shows that while urostasis will not 
initiate formation its presence 


of stones, augments 


growth. Poor drainage is one of the greatest factors 
in maintaining urinary infection and calculous growth. 
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Vitamin Deficiency and Urolithiasis—No_thera- 
peutic regimen has been more widely used than vita- 
mins A and D in urolithiasis. It is generally agreed, 
however, that vitamin deficiency does not constitute 
an approximate, specific or universal cause of stone. 
Vitamins do not cause the dissolution or the cessation 
of growth of stone and alone they offer little to prevent 
the recurrence of stone after its removal. If vitamin 
deficiency is a factor in lithiasis it acts only as one of 
many factors entering into a malnutrition complex. 





Immobilization and Urolithiasis—Patients who are 
immobilized for lengthy periods frequently 


urinary calculi. The factors that appear to be involved 


have 


in such circumstances are hyperexcretion of calcium 
due to increased resorption of calcium from the skele- 
ton and faulty drainage of the kidney owing to the 
patient’s recumbent position. 

TREATMENT 

Surgical Treatment of Urolithiasis—Surgical re- 
moval of renal stones is not always necessary. A stone 
may be present in a calyx or in the renal cortex for 
many years and may remain constant in size, produce 
no symptoms, result in no significant renal damage or 
infection and may pass spontaneously. It is sufficient 
to observe such stones by regular roentgenologic ex- 
aminations and urinalysis for evidences of increase in 
size and possible renal damage. Unfortunately drugs 
cannot be administered by oral or parenteral routes 
which will cause dissolution or hasten the expulsion 
of renal calculi, with the possible exception of cystine 
and uric acid stones. 

A stone in the renal pelvis or ureter presents a more 
pressing problem because of the greater likelihood of 
renal damage. Surgical removal may be necessary, but 
in some instances conservative therapy may be re- 
warded with the spontaneous passage of the stone. 
Among the factors which will determine the necessity 
of surgical removal of the stone are the age of the pa- 
tient, symptoms due to the stone, size and position of 
the stone, function of each kidney and the degree of 
infection. 

If it is decided that surgical removal of renal calculi 
is advisable a strenuous attempt to remove all renal 
calculi and calcific material should be made. Although 
pelviolithotomy is the procedure of choice, multiple 
nephrolithotomies or even bisection of the kidney may 
be necessary. The interior of the kidney may be 
lavaged with saline solution in an effort to remove 
fragments that have eluded detection. The employ- 
ment of fibrin coagulum in removal of renal stones has 
met with approval.4,7 The procedure consists of in- 
jecting a mixture of thrombin and fibrinogen into the 
renal pelvis and calyces. Coagulation of the fibrinogen 
results in a strong coagulum which contains the renal 
stones; the coagulum with the renal stones is removed. 


At the time of surgical removal, of renal stones any 
factor which may be responsible for their appearance 
or growth should be removed if possible. Thus ob- 
structions at the ureteropelvic juncture are frequently 
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associated with stone. Removal of renal stones and 
failure to correct ureteropelvic obstruction constitutes 
a disservice to the patient. 

Calycectomy has become more widely practiced than 
heretofore.13,14 After removal of a stone from the 
calyx it may be noted that a certain calyx, by reason 
of a constricted infundibular portion or because of 
its dependency or the angle at which it joins the pel- 
vis, forms a particularly favorable nidus for future 
calculous formation. In such instances it is advisable 
to excise the particular calyx. Finally roentgenologic 
examination of the exposed kidney is an adjuvant in 
finding residual calculi. 


If the calculus is in the lower third of the ureter or 
if conservative therapy can be continued until the cal- 
culus reaches that site, it is possible to remove it by 
means of various baskets or grasping instruments, 
employing an endoscopic approach. The procedure is 
employed when it is considered best not to await 
possible spontaneous passage of the stone and, in 
capable hands, is successful in 90 per cent of cases. 
The stone should not be greater than 1.5 cm. in 
diameter and ureteral dilatation about the stone is 
preferred. 


If vesical calculi do not pass spontaneously it is 
necessary that they be removed. If moderate in size 
they may be removed by litholapaxy; large vesical 
calculi may require suprapubic cystostomy. Again it 
is necessary to remove any obstruction found at the 
vesical neck or in the urethra. 


Medical Treatment of Urolithiasis—The search for 
a solvent for stone has gone on through the ages. 
Viewed from a superficial aspect the problem appears 
simple. It would appear that in a case in which stones 
composed predominantly of a certain crystalloid tend 
to form, treatment should be directed to altering the 
composition of the urine in such a way that solution 
of the crystalloid is favored. Of the common urinary 
calculi both cystine and uric acid calculi are deposited 
in an acid urine. Theoretically and practically it is 
possible to cause solution of such stones by maintain- 
ing the urine persistently alkaline with the aid of 
suitable oral medication. 


Calcium in combination with various anions such as 
phosphate, carbonate and oxalate is deposited in an 
alkaline urine and one would assume that acidification 
of the urine would result in solution of such stones. 
In practice this has generally been found impossible 
and the reason for this failure is apparent.5 The urine 
is nearly saturated with calcium when it reaches the 
stone. The more acid the urine the more calcium it 
will keep in solution. However, the more acid the 
urine the more calcium it already contains when ex- 
creted by the kidney. In other words increasing the 
acidity of the urine results in increased calcium ex- 
cretion in the urine and the calculus already present 
may increase in size rather than decrease. Furthermore 
in instances in which urinary infection due to a urea- 
splitting organism is associated with calculi, it may 
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be impossible to convert the intensely alkaline urine 
into an acid urine. 

Inasmuch as the solution of most urinary calculi 

which contain calcium by medicaments administered 
orally or parenterally to alter the pH of the urine is 
both theoretically and practically impossible, the logi- 
cal sequel is the introduction of some dissolving fluid 
into the urinary tract by catheter. For this purpose an 
acid solution containing citric acid has been em- 
ployed.2 Citric acid has a property other than acidity 
which suggests its use for this purpose. The following 
equation will help to make this clear: 
3 Ca ++ + 2 Cit—» Ca; Cit, y Ca ++ + 2 (Ca Cit )- 
It will be noted from the equation that the net result 
of adding citrate ions to a solution containing calcium 
ions is to divide the number of calcium ions by 3. 
The other two thirds of the calcium ions become 
caught in a complex soluble calcium citrate negative 
ion. 

In practice the calculus is irrigated with a solution 
containing citric acid, magnesium oxide and sodium 
carbonate at pH 4.12 The irrigation is carried out via 
ureteral catheters or nephrostomy tubes. Unfortunately 
the dissolution of the stone is sometimes incomplete 
and delayed and the solution results in renal and 
vesical irritation. The addition of urease to cause 
hydrolysis of the organic matrix found in association 
with calculi has been employed. 

The latest search for a solvent of urinary calculi 
has invaded the field of industrial chemistry. An agent 
which possesses the property of dissolving most in- 
organic compounds of urinary calculi and at the same 
time has the power of hydrolyzing or dissolving pro- 
teins was the object of search. Versene! or calsol6 
(tetra sodium salt of ethylene diamine tetra acetic 
acid) has been employed in softening water and 
cleaning boilers. Experimentally it has been shown 
to be an effective agent in the dissolution of various 
urinary calculi in vitro. In our limited experience 
with the in vivo use of this drug we have found it 
too irritating. 

Prophylaxis Against Recurrent Urolithiasis—After 
a patient has had surgical relief from urinary calculi, 
the major problem of the prevention of recurrent cal- 
culi presents itself. This problem was recognized in 
the middle ages when Frére Jacques, a famous 
lithotomist, stated, “I have removed the stone, it is 
up to God to cure the patient.” Unfortunately it is 
impossible to shift responsibility so easily, but there 
remain certain procedures which may be undertaken. 


A large fluid output counteracts stasis by producing 
a steady flow of urine, tends to keep dissolved crystal- 
loids in solution, minimizes likelihood of infection and 
washes out debris and small calculi. 


Stasis and infection should be combatted by suitable 
means. 

Simple control of the urinary pH is usually sufficient 
to create urine which will keep cystine and uric acid 
in solution. These crystalloids are soluble in alkaline 
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urine and insoluble in acid urine and alkalinization 
of the urine should be maintained. In addition a low 
or purine-free diet is suggested in the presence of 
uric acid calculi. 


In the case of calcium stones, however, the prob- 
lem is much more involved. As pointed out previously 
when an attempt is made to lower the pH of the 
urine by the administration of an acid ash diet or sub- 
stances such as ammonium nitrate and ammonium 
chloride, the urinary excretion of calcium is simulta- 
neously increased so that the calcium concentration 
per unit volume of urine counterbalances the favor- 
able effect of the change in pH. Furthermore in the 
presence of urea-splitting organisms acidification of 
the urine may be impossible. 


In general attempts to decrease the excretion of 
calcium in the urine by diet have been ineffective. 
Certainly no patient with urinary lithiasis should 
ingest an excessive amount of calcium; such patients 
should avoid milk and milk products. 


Failure to decrease the amount of calcium excreted 
has resulted in attempts to increase the solubility of 
calcium. The beneficial effect of citric acid in in- 
creasing the solubility of calcium has already been 
mentioned. It has been shown that in the presence of 
urinary calculi the concentration of urinary citrate is 
lower than for normal adults while the serum citrate 
is at a normal level.2 Feeding large amounts of citric 
acid to patients with urolithiasis increases the blood 
citrate as in normal adults, but much less citrate is 
excreted in the urine than occurs in controls. It has 
been shown that increased excretion of citric acid 
can be produced by administration of estrogens. This 
follows from the observation that low excretion levels 
of citric acid occur during menstruation and high 
values during the middle of the cycle. However, such 
difficulty has been encountered in treating patients 
with adequate doses of estrogens that it appears such 
therapy is only suitable for women in their menopause 
who have had their uteri removed 
qualification. 





a rather limiting 


Because of failure to alter significantly the excretion 
of calcium to advantage, recent attempts have been 
made to decrease the urinary excretion of phosphate 
in cases of urinary phosphatic stones.10,11 The gen- 
eral equation expressing this relationship is given as 
follows: (Cat++)3 + (PO, )2 — K (solubility 


product). To prevent the concentration of these ions 
from exceeding the solubility product, it would serve 
either to reduce the number of calcium or phosphate 
ions or both. To reduce the urinary excretion of 
phosphates the patient is placed on a diet low in 
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phosphorus and given basaljel. The basaljel forms a 
highly insoluble aluminum phosphate in the intestinal 
tract which is entirely excreted as such in the stool. 
This results in reduced absorption of phosporus into 
the blood and reduced excretion by the kidneys. This 
method has been employed in a small group of cases 
with encouraging results. 
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Present Status of Thyroid Surgery 


and Indications for It* 


WILu1AM H. Prio.ieau, M. D. 
Charleston, South Carolina 


When performed under proper conditions and by 
surgeons experienced in it, thyroidectomy can be 
safely performed in practically all types of cases. A 
mortality rate of less than one per cent is the common 
experience in thyroid clinics. The deaths which do 
occur are seldom directly attributable to the operation 
but are due to unpredictable happenings such as 
coronary thrombosis, and cerebral vascular accidents. 
While recent advances in anesthesia, improvement in 
the preoperative care of the patieat, and the develop- 
ment of antithyroid drugs have to some extent re- 
duced the mortality, they have been especially im- 
portant in permitting the performance of a more 
definitive operation under better control, with reduced 
morbidity and complications. Also, they have made 
possible the satisfactory performance of the operation 
by a large group of surgeons with less special training 
than heretofore required. 


The most important complication of thyroidectomy 
is injury to the recurrent laryngeal nerves. Injury to 
one nerve results in speech, coughing, and swallowing 
difficulties, while injury to both nerves commonly 
results in inspiratory obstruction almost invariably 
necessitating a tracheotomy which is temporary or 
permanent according to the nature of the injury. The 
injury to the nerve is caused by traction, crushing, 
severing, or inclusion in a suture. It is best avoided by 
a gentle technic carried out under accurate visual con- 
trol. Under some conditions it is preferable to identify 
the nerve, while at times, to do so would subject the 
nerve to increased hazard. The technical details have 
been well described in the literature.2, 3 It should be 
emphasized that in the advent of respiratory obstruc- 
tion tracheotomy should be performed early—before 
breaks in compensation occur. 


Parathyroid tetany may occur as the result of re- 
moval of the parathyroid glands or injury to them. 
Mild deficiencies which are manifested by increased 
nervousness, tingling of the fingers, and cramps are 
relatively common but are usually transient. The more 
severe and lasting deficiencies are serious, particularly 
if not recognized. Specific remedial agents are calcium 
and dihydrotachysterol. The patient can be taught 
to regulate the dosage. Protection is afforded the para- 
thyroid glands by leaving intact the posterior portion 
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of the capsule of the thyroid gland—the site of their 
usual location. Ligation of the inferior thyroid artery 
is inadvisable as it may interfere with their blood sup- 
ply. In some cases, and under conditions of excellent 
visual control, it is possible to identify one or both 
glands on either side, and thus avoid removing them. 


Inadequate removal of the thyroid gland results 
in persistency or recurrence of the disease. Particular 
care should be taken not to overlook a retrolaryngeal 
or retrotracheal extension, or a superior strait nodule. 
As a general rule, it is well to leave a strip of thyroid 
tissue posteromedially in the tracheoesphageal groove. 
While this may be inadequate for the needs of the 
body at the time, the tendency is for any remaining 
thyroid tissue to hypertrophy to such an extent that 
a normal thyroid balance will be established during 
the course of a few months. A persistency or recur- 
rence of the disease generally requires further opera- 
tion. In some cases, there is a permanent thyroid de- 
ficiency. This is of no serious importance as the con- 
dition can be readily corrected by taking thyroid ex- 
tract by mouth. One grain or less a day is usually 
adequate—seldom is more required. The dosage is 
best determined by a clinical evaluation of the case 
rather than by laboratory tests. The early character- 
istic symptoms are puffiness under the eyes, dryness 
of the skin and hair, and lack of energy. 

In most cases, patients with hyperthyroidism can 
be prepared for thyroidectomy by the administration 
of iodine. This has decided advantages, particularly 
from a_ social-economic standpoint, in permitting 
satisfactory performance of the operation in the short- 
est time consistent with safety. In cases which do not 
respond adequately to iodine therapy, a thiourate 
should be administered. This blocks the formation of 
thyroxin at the point of its iodine uptake, and results 
in a remission of the hyperthyroidism. As there is 
some danger of a leucopenia, anemia, or other com- 
plications, these patients must be watched carefully 
during its administration. As the thyroid gland be- 
comes excessively hyperplastic and vascular upon 
thiourate therapy, operation upon it would be un- 
satisfactory and risky due to technical difficulties. This 
difficulty is for the most part overcome by ad- 
ministering iodine for two or three weeks prior to op- 
eration. 

The operability of a patient for thyroidectomy is 
determined by the cardiac condition, the state of 
nutrition, emotional stability, and technical difficulties 
anticipated. A high basal metabolic rate does not 
necessarily contraindicate operation, nor does a low 
basal metabolic rate assure a good risk.4 
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Regarding anesthesia, the author's preference is for 
analgesia obtained by local infiltration of novocain 
for the prevention of pain, and preoperative medica- 
tion and nitrous oxide sufficient to dull the sensorium. 
The patient is under the control of the anesthetist and 
talks and coughs when requested. Often they re- 
member little or nothing of the operation. Operating 
under this form of anesthesia requires gentle handling 
of tissues and keeps the surgeon informed as to the 
function of the recurrent laryngeal nerves, which is 
of inestimable value in preventing certain forms of 
injury and, in case of injury, making possible repara- 
tive measures at the time. General anesthesia is pre- 
ferred by many surgeons; some few use intratrachael 
anesthesia almost routinely. The last two methods 
permit a more rapid performance of the operation but 
are attended by a greater morbidity and a higher 
incidence of complications; there is the added dis- 
advantage that recurrent not 
recognized until after operation. 


nerve injuries are 


In spite of the development of antithyroid drugs 
and radioactive iodine, the indications for thyroid- 
ectomy have changed but little in the past twenty- 
five years. The field has really been extended due to 
the standardization of the operation and the reduced 
morbidity and mortality attendant upon it; also as a 
result of realizing its value as a prophylactic measure 
against malignancy in certain types of goitre. 


The thiourates induce a remission of the disease but 
have proven disappointing as a curative agent. Their 
administration must be under medical supervision 
with laboratory control. In many cases, the sympto- 
matic relief is only partial even in the presence of a 
normal basal metabolism. Their use is now mostly 
limited to that of preparation for thyroidectomy. In 
Grave's disease, radioactive iodine gives promise of 
playing an important role and possibly taking the 
place of operation as the treatment of choice. Thus 
far the clinical reports are somewhat contradictory. It 
has not had sufficient usage for proper evaluation. 


Subtotal thyroidectomy is still the treatment of 
choice in hyperthyroidism of the Grave’s disease type. 
The results are highly satisfactory. There is about a 
five per cent recurrence rate due to the continued 
presence or the reappearance of the cause of the dis- 
ease—which is not known. 


Nodular goitres are the result of previous or long 


standing functional The 


disturbances. anatomical 


changes are such that a return to normal is not pos- 
sible. Goitres of this type are accompanied by pressure 
disturbances, hyperthyroidism, and potentialities of 
malignancy. They should be removed by a conserva- 
tive subtotal thyroidectomy. The results are excellent 
and the rate of recurrence is low. Antithyroid drugs 
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may satisfactorily relieve the hyperthyroidism, but 
the pressure disturbances and the danger of malig- 
nancy would still remain. 


Chronic thyroiditis of the Riedel’s type causes pres- 
sure of a constricting nature upon the trachea. A re- 
moval of the isthmus and the anterior half of the 
lateral lobes gives adequate relief. Regardless of 
whether or not an operation is done, these patients 
generally develop a thyroid deficiency and require 
thyroid extract by mouth. ‘The lymphoid type—Hashi- 
moto’s—of chronic thyroiditis responds well to a con- 
servative thyroidectomy. In 
therapy is often satisfactory. 


such cases, roentgen 


Thyroidectomy is strongly indicated for the removal 
of simple thyroid nodules. These are commonly 
adenomata and are frequently the site of the develop- 
ment of malignancy. So-called lateral aberrant nodules 
are to be viewed with suspicion as they are generally 
lymph gland metastases from carcinoma of the thyroid. 


In proven carcinoma of the thyroid gland, it is ad- 
visable to remove the isthmus, the involved lobe, and 
at the same time perform a radical neck dissection on 
the same side. Subsequent Roentgen therapy is given 
with deep x-ray or radioactive iodine. 


In carcinoma of the thyroid gland, regardless of 
treatment, the prognosis is very poor where the con- 
dition is clinically evident before operation. On the 
other hand, the outlook is excellent where it is not 
suspected, but is diagnosed only on microscopic ex- 
amination of the specimen. As carcinoma seldom, if 
ever, occurs in a previously normal gland, the most 
effective treatment is prophylactic, which consists in 
operative removal of thyroid nodules, especially the 
single ones. 


SUMMARY 


Thyroidectomy can be performed with minimal 
mortality. Advances in anesthesia and preoperative 
measures have greatly reduced the morbidity and 
made possible a more definitive operation by a larger 
number of surgeons. It is indicated, much the same as 
twenty years ago, in Grave’s disease; nodular goitre, 
and malignancy. 
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Serum Neuritis Following Use of Rabbit Serum 





J. 4. Wanine, M. D. 
Charleston, S. C. 


Serum neuritis is a recognized but rare consequence 
of the administration of various antitoxic horse sera 
such as tetanus or diphtheria antitoxin, and also may 
follow injection of vaccines and_toxoids.1,2,3,4,5,6 
The case reported here apparently followed the use 
of anti-influenzal (rabbit) serum, a substance which 
has not previously been mentioned as a causative 
agent. 

Serum neuritis is even more unusual in children 
than in adults. It develops 3 to 10 days or more2 
after the foreign substance is given, produces severe 
pain (usually in the shoulder) and subsequent muscu- 
lar weakness and atrophy which may require from 4 
to 6 months or more for recovery. It is supposed that 
the mechanism of injury is by perineural oedema with 
compression neuropathy, from which 
usually complete. 

A brief list of pertinent references is appended. 

CASE REPORT 

A white male, aged 5-3 /4 years, had been delivered 
by forceps without injury and weighed 8 pounds, 11 
ounces at birth. He was breast fed for about 6 weeks, 
and at about 4 months had transient eczema attributed 
to egg. When seen at the age of 2 years, he weighed 
30-1 /2 Ibs. had mild hydrocoele on the right, and an 
indefinite rash on his shoulders. Scratch skin tests to 
epidermals and foods were negative except for an 
equivocal reaction to wheat. 


recovery is 


At the age of 2-1/2 years he had tetanus antitoxin 
because of an incised wound of the forehead. 

At 3 years he had some mild inguinal adenopathy 
and a transitory limp. A few months later he had 
“influenza,” and shortly afterward had tetanus toxoid 
and booster doses of diphtheria-tetanus-pertussis to 
reinforce the basic doses given in infancy. 

At 5 years he had mumps and at 5-1 /2 years he had 
chickenpox. Otherwise his ailments included only 
mild colds. 

The family history was negative except for asthma 
on the father’s side. A younger brother aged 4, was 
quite healthy. 

At the age of 5-3/4 years (June 4, 1950) he was 
seen because of complaint of soreness of his neck, 
which was attributed to a fall on the day before. 
After his fall he had been 
nervous. On June 4 he complained of headache, had 
occasional slight twitching, complained of slight nau- 
sea, and had fever. He was lethargic and talked in his 
sleep. Examination showed nothing definite on that 
day, but the boy cried all night and next morning had 
definite stiffness of his neck. He was sent immediately 
to Roper Hospital. 

On admission he slightly disoriented, and 
showed stiff neck and hyperactive reflexes. Kernig’s 


somewhat restless and 


was 


and Brundzinski’s signs were present. Temp. was 
110.4—(rectal)—pulse 120—blood pressure 98/70. 
His urine was negative, leucocytes, 15,350, hemo- 
globin 14.5 gm. erythrocytes, 5.35 million, poly- 
morphonuclears, 78%, lymphocytes, 24%, basophiles 
1%. 

Spinal fluid showed 651 cells per cubic mm., 95% 
of which were polymorphonuclears, 5% lymphocytes. 
Total protein was 41 mg. per 100 cc, sugar 27.2 mg. 
Smear showed H. influenzae type B and a culture 
quickly confirmed the presence of the organism. 

Intradermal test 
serum was negative. 


with anti-H. influenzae type B 

The child was put on dihydrostreptomycin, 125 mg. 
every 3 hours intramuscularly, and was given 2.3 gm. 
of sulfadiazine in one dose by mouth, then 1.5 gm. 
every 4 hours (with bicarbonate of soda). He re- 
ceived 50 mg. of anti-H. influenzae type B serum 
intravenously in 500 c.c. of 5% glucose in water in 
the left arm. Because of vomiting, the sulfa by mouth 
was abandoned that evening and 4 gm. sodium sulfa- 
diazine were given intravenously, but because of the 
development of gross hematuria next day, sulfa was 
discontinued (the urine and 
rapidly ). 


cleared completely 

Next day the blood produced complete capsular 
swelling of the organism. Blood sulfa level was 20 
mg. per 100 c.c. 

Dihydrostreptomycin was continued and intravenous 
fluids were used repeatedly. On the 3rd day after ad- 
mission chloramphenicol, 250 mg. every 6 hours by 
mouth was given, as the organism showed more sensi- 
tivity by test to this substance than to dihydrostrepto- 
mycin. 

Fever never exceeded 102.4 (rectal) and was gone 
by the 4th day. Spinal fluid on the 7th day after ad- 
mission showed 4 cells (906 lymphocytes) and no 
organisms on smear or culture—Recovery was steady 
and satisfactory except for one feature. 

On the 2nd day after admission the child com- 
plained mildly of some pain in both arms and hands. 
Next day he complained again, but played with his 
toys. On the following day the pain was limited to 
his left arm but there was no disability. On the 6th 
day he was unwilling to move his left upper extremity; 
on the next day motion was distinctly limited. Next 
day he moved his arm very little. Spinal fluid on this 
day showed 4 cells, all lymphocytes, 52 mg. of pro- 
tein, and a negative culture, as noted above. Mild pain 
and considerable disability persisted until the patient 
was discharged on the 8th day after admission. 

A week later there was still marked weakness about 
the shoulder girdle. Thereafter a gradual improvement 
was apparent under orthopedic and physical-thera- 
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peutic care. A summary of the therapist’s report is as 
follows: » 

“Patient first checked 6-3-'50 trace of 
power in shoulder abductors and flexors; a trace in 
the elbow flexors and extensors; and barely fair power 
in scapular abductors. The wrist and hand were weak 
but at least had good power. 

7-3-'50. Test showed rise to ‘poor’ in shoulder, al- 
‘fair’ in elbow (except only a trace in the 


showed 


most 
brachioradialis ) and some slight increase in power of 
wrist and hand. 

7-18-50. Almost fair power in posterior deltoid, 
still poor in anterior and middle deltoid. All other 
groups at least fair except only a trace in the 
brachioradialis. 

9-27-'50. Posterior deltoid now fair. 

5-11-51. Anterior middle deltoid ‘fair 
plus,’ posterior ‘good’ so that child can raise his arm 
in any direction over his head. Brachioradialis has re- 


and now 


mained trace but all other lower arm and scapular 
musculature grade ‘good plus’ to normal.” 


During the past several days I appreciate that you 


speakers covering athletic injuries from many differ- 
ent aspects. Any diet, even of a favorite dish, can be- 
come tiresome by too constant repetition. In an at- 


from the standpoint of some of the little tricks that 
can allow some of these plavers to continue to partici- 
pitfalls in seemingly minor 


injuries, injuries 


continue that athletic activity. Much of what I will 
proper, for in a large sense you are medical men 


tions. 


ties in your capacities as first rate athletic trainers. 


The motto of the Medical Department of 


participants in a competitive athletic program you and 
I often have a similar attitude to this. But we should 
*Delivered to the Athletic Injuries Clinic of Southern 
Conference Trainers and Coaches, Chapel Hill, North 
Carolina, June 15, 1951. 
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have been pretty thoroughly battered by an array of 


tempt to change your diet a little, I have planned to 
discuss a few of the more troublesome athletic injuries 


pate effectively; also I plan to point out some of the 
with 
which in my opinion no player should be allowed to 


have to say will be medical, in nature, but that is 


with a need for understanding basic medical condi- 


Some of the treatments suggested will need to be 
done by physicians; some of the conditions descirbed 
can be diagnosed only by X-Ray and other expert 
means beyond your facilities. None the less you 
should be aware of these possibilities and opportuni- 


the 
United States Navy is “To keep as many men, at as 
many guns as much of the time as possible.” As 
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SUMMARY 


A case is reported in which anti-H. influenzae rabbit 
serum administered for influenzal meningitis. 
Peripheral neuritis followed the treatment. It is 
thought that the serum caused the neuritis. Recovery 
has been very considerable but is not complete after a 


was 


year. 
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constantly keep uppermost in our minds that our first 
duty is to the individual himself and to his future, 
regardless of his own wishes in the matter. After that 
duty has been completely served, then we are free— 
and it is our duty to do all we can to restore him to 
athletic participation as rapidly as possible. 

First, let us talk about a fairly common and not 
serious, though disabling foot injury — the stone 
bruise of the heel. I have seen this injury most fre- 
quently in track men, particularly in pole vaulters. As 
you know the injury is caused by striking the bottom 
of the heel against some hard object. What actually 
happens is that the force of the blow tears some small 
blood vessels and there develops a collection of blood 
under pressure, deep in the heel next to the bone. 
This is very similar to the condition seen when the 
end of a finger is caught in a door or the nail struck 
with a hammer. Most of you are familiar with the 
sudden relief of pain that is experienced in these finger 
injuries by drilling the nail and allowing the blood 
under pressure to escape. Similarly with a stone bruise 
of the heel, if the blood collection deep in the heel is 
removed, the pain disappears. This can easily be done 
by drawing out the blood with a large bone needle 
after putting a little novacaine in the skin. 

Ankle sprains are among the most common of 
athletic injuries. A sprain of a joint is caused by 
forcing a joint in the direction that motion takes 
place, but further than the normal range, or more 
commonly forcing the joint in a direction that motion 
normally does not take place, and thereby stretching 
or tearing, partially or completely the ligaments that 
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support the joint. An ankle sprain can be of all de- 
grees — from minor to severe. The length of dis- 
ability from such a sprain depends upon first the 
amount of ligamentous tearing and secondly upon the 
immediate treatment that is received. If complete 
tearing of ligaments has occurred, there will be a long 
period of disability regardless of early treatment. But 
it is important to recognize this so that proper treat- 
ment can be instituted. 


If only stretching or partial tearing of ligaments has 
taken place, then vigorous immediate treatment may 
greatly shorten the period of disability. One of the 
major causes of pain in any injury is swelling and the 
resultant circulatory obstruction. Immediate treatment 
should consist of protection from further injury, and 
measures designed to minimize the swelling. The 
immediate swelling about a sprained joint is caused 
by bleeding. Early treatment of a sprain, in an attempt 
to limit the bleeding, should consist of a pressure 
dressing, as by an elastic bandage, elevation of the 
injured ankle, and the application of cold. Cold is a 
physical agent that is being appreciated more and 
more in the field of medicine. It not only decreases 
the size of torn bleod vessels, but also acts remark- 
ably as an anesthetic agent in relieving pain. To be 
used properly it should not be simply a rubber bag 
with a few ice cubes placed someplace near the ankle 
but rather a thorough icing, like a keg of beer on the 
4th of July. 


After proper first aid measures have been carried 
out, then it becomes important to determine how 
serious injury has taken place. Practically all ankle 
sprains are caused by the foot turning in, and thus 
damaging structures on the outside of the joint. A 
sprain of any severity should be X-Rayed. By turning 
the foot in the direction of the injury it is frequently 
quite simple to demonstrate serious ligamentous tear- 
ing. 


When no serious damage has taken place, I believe 
healing is expedited by active use of the injured joint, 
while supported by proper strapping to prevent fur- 
ther injury. Frequently there will remain a few tender 
spots about the injured ankle which become painful 
with use and prevent activity. In such selected cases 
I believe the use of a little novacain to deaden the 
painful spots is not only justified but indicated. If the 
pain is not localized to one or two spots, but is more 
generalized, it is possible to inject the nerve that 
carries pain sensation to the ankle. This lies just be- 
neath the skin immediately above the ankle and is 
easily anesthetized. 

Ankle injuries of the less serious types, so treated, 
will often allow the injured man to continue playing, 
without danger of further injury beyond the usual 
risks of the particular sport, and will actually speed 
the healing of the injured part. 

Next let us discuss an injury seen more frequently 
in football players, the common “Charley Horse.” 
Here we have an injury caused by a blow on the 
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thigh producing tearing and bleeding within the 
muscle. Once again we have a condition that may be 
minor or may have more serious implications. As in 
the case of ankle injuries the use of a pressure dress- 
ing and properly applied cold will give us a head 
start in the eventual healing process. This type of in- 
jury to the muscles of the thigh has the unfortunate 
capability of involving the covering of the bone as 
well, which may release into the collection of blood 
at the site of injury, bone cells capable of converting 
the entire injured area into a mass of new bone. The 
presence or absence of this bony involvement is the 
determining factor in treatment and in the question 
of continued athletic participation. If simply the 
muscle injury is present, then the use of heat, dia- 
thermy, massage and activity may be indicated. If 
it is determined that there are bone elements in the 
injured area, then just the opposite is true. The use 
of massage will only serve to spread the putty like 
mass of developing bone more widely. Activity and 
the opportunity for re-injury may greatly prolong the 
entire process. As soon as any evidence of new bone 
formation is seen on X-Ray, then all but essential 
activities should be stopped, treatment discontinued, 
and the developing bony mass allowed to mature. 
Usually, it will eventually shrink down and no radi- 
cal treatment will be needed. Occasionally, the bony 
mass limits too much the activity of the involved 
muscle and the adjacent joints, and must be removed 
surgically. 


When the newly forming bone begins to mature, 
if it is not too extensive and during the doubtful 
stages, sometimes athletic participation can justifiably 
be permitted with proper protection from further in- 
jury. We have occasionally used an aluminum shield 
padded with a half inch or more of sponge rubber, 
strapped over the injured area. These have proven 
comfortable, satisfactory, and in no case has further 
injury occurred, 


Knee injuries are so frequent in athletics, particu- 
larly in football players, as to nearly constitute an 
occupational disease. There are several points about 
these injuries I would like to mention in passing. 


First there is one type of knee injury that does not 
involve the joint itself, but only the lubricating layers 
between the skin and knee cap. Injury here may pro- 
duce a swelling and collection of fluid overlying 
serious knee injuries. Removal of this fluid and the ap- 
plication of a pressure bandage may quickly cure this 
and there is no reason why the injured boy should not 
be allowed to continue to play with such a condition. 


The second point I would like to make about knee 
injuries, and I am certain you will not unanimously 
accept this, is that it is my considered opinion that 
no athlete with a knee injury severe enough to pro- 
duce increased knee joint fluid, should be allowed 
under any circumstances to continue athletic participa- 
tion so long as that fluid remains. I have allowed this 
in the past, and sometimes have gotten by with it. 
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More frequently I have wished we had not allowed 
such activity. On a number of occasions surgery has 
eventually been required. Quite possibly the operation 
would have been necessary anyhow, but in many 
cases there remained the doubt that the continued 
play caused the need for surgery. 

Injuries to the upper extremities are less frequent, 
but sometimes are equally important problems. One 
of the most discouraging of these to treat is the pain- 
ful elbow so frequently in baseball pitchers. The 
usual condition seen here is termed as radio humeral 
bursitis. It probably really consists of a partial tearing 
away of muscle fibers from the bone on the outer side 
of the elbow. 


I have about reached the opinion that there is but 
one cure—time. Novacaine infiltration of the tender 
area will afford complete but temporary relief. Since 
no damage is done by allowing active use while this 
tender area is anesthetized, I have occasionally used 
this in particularly important instances. 

Injuries to the back of the elbow frequently produce 
a collection of fluid here in the bursa overlying the 
point of the elbow, a condition similar to the knee 
bursitis described previously. These are commonly 
seen in guards and tackles who use their elbows to 
good advantage. In the early stages these can best 
be treated by removal of the fluid-blood at first, and 
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by the application of a pressure bandage. When the 
fluid remains for some length of time the walls of the 
sac become thickened and there is the feeling of 
loose bodies in the sac of fluid. When this stage is 
reached, surgical removal of the entire sac is indicated. 
This is a relatively minor type of operation. 


Injuries to the wrist in any young man should be 
viewed with a great deal of suspicion. A wrist sprain 
is a very rare injury in a man of college age, so that 
any wrist remaining swollen and painful should be 
suspected of a bony injury, frequently one of the small 
bones at the base of the thumb—the scaphoid bone. 


Finally I should like to talk just a little about in- 
juries to the ribs, not the crushing serious type of 
injuries, but ribs that have been bruised and remain 
painful, particularly with muscular exertion. 
Having struck a steering wheel with my chest a num- 
ber of years, ago, I am fully aware of how painful 
and long lasting this type of injury can be. It is now my 


any 


practice to inject these tender ribs with a novacaine 
preparation in oil, being in oil it is slowly absorbed 
and acts over a long period of time. I recently saw a 
physician friend of mine, with three fractured ribs, 
treated in such a manner, continue his medical practice 
with no lost time. The treatment is simple, the relief 
immediate, and frequently lasting. 





CANCER 


Edited by Henry W. Mayo, Jr., M.D., Charleston, S. C. 





CARCINOMA OF THE STOMACH 
A CLINICAL STUDY 
Henry W. Mayo, Jr., M. D. 


From the Department of Surgery and the Cancer 
Clinic, the Medical College of the State of South 
Carolina, and the Roper Hospital, Charleston, South 
Carolina. 

The problem of gastric cancer is a distressing one. 
Each year approximately 40,000 deaths from _ this 
cause alone are recorded,!© despite increasing efforts 
to arrive at earlier diagnosis. Pack and Livingston6 
noted in 1940 that in 92% to 98% of patients suffering 
from this disease, a cure is not achieved. In the ex- 
perience of Welch and Allen,11 25 of every 100 cas 
of stomach cancer were inoperable at the time of first 
hospitalization, another 25 were found to be obviously 
incurable at operation, and, of the 50 cases in which 


es 





resection was possible, onlv seven survived five years. 
However, as stated by Welch,1© cure rates up to 40 
or 50% can be prognosticated in the early stage of 
certain types of gastric cancer. 

The present study is concerned with the experience 
with cancer of the stomach in this institution. Between 
January 1, 1940, and December 31, 1950, there were 
144 patients to whom this diagnosis was assigned. A 
few other patients were excluded from the study be- 





cause their definitive treatment was carried out else- 
where. In 34 cases, the diagnosis was made on the 
basis of clinical or roentgenological findings alone, 
but in the remaining 110 cases, the diagnosis was con- 
firmed by operation or autopsy. 

The incidence according to age, sex and race is 
noted in Table I. The average age of all patients in 
the series was 55.8 vears, but the youngest patient was 
21 years of age, and the oldest 90. Forty of the pa- 
tients were females and 104 males, and there were 40 
white and 104 colored patients. The differences in 
distribution regarding sex and race seem to be sig- 
nificant, although the latter difference may be 
weighted by certain factors influencing the hospital 
population as a whole. Pain, usually located in the 
and often intermittent and related to 
meals, was the most common presenting symptom, 
occurring in 86 cases. The chief complaint in 22 cases 


epigastrium, 


was “gaseous indigestion.” Dysphagia was present in 
nine cases, in all of which there was involvement of 
the cardia. Vomiting was the outstanding symptom in 
13 cases, in each of which some degree of pyloric ob- 
struction was found. The chief reason for seeking 
medical aid was weight loss in seven cases, hema- 
temesis in two, and melena in only one. In several 
cases, there was no record of gastro-intestinal symp- 
toms, and the lesions were found at the autopsy table. 
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One patient presented himself with symptoms of 
prostatism, shown at autopsy to be due to prostatic 
metastases from a gastric neoplasm. Another patient 
entered the hospital with a full blown peritonitis 
secondary to perforation of a previously silent stomach 
cancer. Many of the patients had indulged in self- 
medication for lengthy intervals before seeking medi- 
cal aid, and a lesser number had been treated medi- 
cally for some time by a physician. 


The average duration of symptoms was 7.6 months. 
Only 16 patients had symptoms less than one month 
before the diagnosis was made. There appeared to be 
no definite relation between the duration of symptoms 
and the extent of disease found at operation. In gen- 
eral, however, the final results were poorer in those 
with symptoms of long duration. One patient, who has 
survived five years without recurrence, had symp- 
toms for 12 months previous to operation, but the re- 
mainder of the group of 13 patients in the series who 
survive without recurrence had had symptoms less 
than six months. The average duration of symptoms 
in this group of 13 was only 3.8 months. Table II 
shows that the resectability rate was greater in those 
cases for which treatment was carried out fairly soon 
after onset of symptoms. Nevertheless, in two cases 
with symptoms of two years duration, and in two 
cases with symptoms of four years duration, the lesions 
were resectable. 


An abdominal mass was palpated on the initial 
physical examination in 61 cases. Although the re- 
sectability rate was lower in this group than in the 
series as a whole, resections were done in seven of 
these cases, and two are still living and well. Thus, 
the presence of a mass does not necessarily indicate 
a hopeless situation. 


Radiologic examination revealed a filling defect in 
the stomach or a stiffening of the gastric wall in the 
great majority of cases. Pyloric obstruction was the 
only radiologic finding in 21 cases, and obstruction at 
the cardia in three cases. In nine cases, doubt was 
expressed before operation as to whether an ulcerative 
lesion seen on x-ray was malignant or benign. Gastro- 
scopy was done in 21 cases and esophagoscopy in four, 
and in almost all cases substantiated a clinical diagnosis 
of carcinoma. Papanicolaou smears of gastric washings 
were done in only the last few cases of the series. It 
is significant that free hydrochloric acid was found in 
only 19 of 79 gastric analyses done in this series of 


cases. 


In recent years, the tendency has been to offer ex- 
ploratory operation to every patient who is believed to 
have gastric carcinoma, unless distant metastases can 
be demonstrated. Moreover, there has been a tendency 
to utilize palliative gastric resection more often. This 
more aggressive attitude is reflected in Table III. How- 
ever, only short circuiting operations were done for 
several poor risk patients in whom resectable lesions 
were found. 
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In 34 patients, the diagnosis of gastric cancer was 
not proven by operation or autopsy. No operation was 
performed in these cases, either because the patient 
refused operation, or the disease was thought to be 
too far advanced, or the poor general condition of the 
patient contraindicated operation. Twelve of these pa- 
tients died in the hospital, four were lost to follow-up, 
and all the rest died within a year, except for one, who 
is known to be alive 22 months later. The question of 
gastric lues was raised in the latter case at the time 
of hospitalization. 

The diagnosis of gastric carcinoma was confirmed 
for the first time at autopsy in 17 cases. Twelve of 
these were admitted in a terminal state and two re- 
fused operation; these 14 cases were found to have 
distant metastases at autopsy. Three cases without 
gastric symptoms died of other causes, and at autopsy 
were found to have early gastric lesions. 

Only biopsies of distant metastases were carried out 
in two patients, and both patients died within three 
months. In one case, the diagnosis was arrived at by 
the demonstration of cancer cells in aspirated peri- 
toneal fluid; this patient died in the hospital. In 22 
cases, only exploration and biopsy was carried out. 
Three died in the hospital, 11 within three months, 
and five within six months. One patient survived eight 
months, one 11 months, and one was lost to follow-up. 


The entire stomach was involved in three cases, and 
in these cases jejunostomy was performed for feeding 
purposes. All three died within one month. Gastro- 
stomies were done for nine patients with involvement 
of the upper portion of the stomach. Eight died within 
six months, and one died 11 months after hospitaliza- 
tion. 

Gastroenterostomies were performed in 26 cases of 
actual or impending pyloric obstruction. Four of these 
patients died in the hospital, a mortality rate of 15.3%. 
Sixteen died within six months, one died at eight 
months, and one at 10 months. One is known to be 
alive 11 months after operation. Three were lost to 
follow-up. The average survival time was 5.6 months 
for those followed. 

Subtotal gastric resection was carried out in 29 cases 
and total (palliative) gastrectomy in one case. 
Thirteen of these operations were classed as palliative 
procedures because the operative record indicated 
that obvious tumor was not removed or adjacent in- 
volved viscera were resected along with the stomach. 
The lesion was limited to the stomach, or stomach and 
regional nodes, and all obvious tumor was removed in 
17 cases; these are classified as “curative” operations. 
The results of these operations are shown in Table IV. 
The average survival time to date of the 11 patients 
surviving palliative gastrectomy is 21.6 months. A re- 
section of adjacent invaded liver tissue was done in 
one of these patients, in addition to gastrectomy, re- 
sulting in survival without evidence of recurrence up 
to the present time, five years later. The average sur- 
vival time of the 17 patients undergoing “curative” 
procedures, to date, is 32.1 months, but 12 of these 








328 


patients are well, without evidence of recurrence. Two 
of these cases, previously reported elsewhere,4 survive 
more than six months after acute perforation of the 
gastric carcinoma. A gastrectomy was done for one 
patient at the age of 77, and he is still well at the age 
of 83. There were no hospital deaths in this series of 
17 “curative” procedures, but one patient re-entered 
the hospital several weeks later and died with a sub- 
phrenic abscess. 

The five year survival rate, calculated on the basis 
of all the cases seen before the end of 1946, would 
be 4/71, or 5.6%. This study seems to indicate that 
the only way to improve this poor salvage rate is to 
strive for earlier diagnosis. The presently accepted 
pernicious advertisement of proprietary remedies for 
“indigestion” for lay use is responsible for the delay 
in treatment in many cases. The average duration of 
symptoms of 7.6 months before seeking treatment 
should be sharply reduced with further intelligent 
efforts to educate the lay public. However, some of 
the responsibility rests with the medical profession. 
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Total gastrectomy has been advocated for every 
case of gastric cancer by Lahey,3 and the institution 
of such a policy would probably result in a greater 
salvage rate, provided the mortality rate could be 
kept down to acceptable levels. It should be noted 
that 
Gastric resection is the palliative procedure of choice, 
and probably the only one of any great value.8 


subtotal resection has resulted in many cures. 


Certainly, in this series of cases, gastroenterostomy 
produced moderate symptomatic improvement as re- 
gards obstruction, but failed to prolong life signifi- 
cantly. Massive resections of invaded adjacent upper 
abdominal viscera occasionally result in unexpected 
long-term survivals,5 and are thus of value in selected 
cases. 


In conclusion, it cannot be overemphasized that 
cancer of the stomach is a curable disease in the early 
stages, and the cure rate can only be improved by 
earlier diagnosis. 


TABLE I 


Mass screening methods? do not seem to be 
economically feasible. Papanicolaou smears, in this INCIDENCE 
institution, have not been as valuable as others2 have hep ey eee Sex 
indicated. Allent has emphasized the importance of 
surgical attack on gastric ulcers which fail to heal 20-29 4 Male Female 
promptly on medical therapy. To quote Templeton,9 30 - 39 1] 104 40 
phir ay Rae the burden of increased accuracy in diagnosis 40 - 49 27 
lies with the physician who first sees the patient and 50-59 46 Race 
the roentgenologist who examines the patient.” The 60 - 69 39 White Colored 
family physician must develop an increased aware- 70-79 13 40 104 
ness of the possibility of gastric cancer in dyspeptic 80 - 89 3 
patients. 90 - ] 
TABLE II 
DURATION OF SYMPTOMS IN MONTHS 
0-1 1-2 2-4 4-6 6-9 9-12 12-18 18-24 24-36 36-48 
No. of Cases 16 23 35 28 11 15 3 6 l 4 
Resections 5 4 7 ] 2 0 2 0 2 
TABLE III 
OPERABILITY AND RESECTABILITY 
1940 1941 1942 1943 1944 1945 1946 1947 1948 1949 1950 
Diagnosed 8 8 15 8 9 5 18 22 12 24 15 
Operated 3 2 10 4 4 2 10 13 9 18 15 
Resected 1 0 1 0 1 l 7 4 5 6 4 


90/144—62.5% operable 
30/144—20.8% of entire series resectable. 


30/90 —33.3% of operable cases resectable. 
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TABLE IV 
RESULTS OF GASTRECTOMY 
Alive With 


Died Later 
Years 


No. No. % 0-1 1-2 


Palliative 13 2 15.4°% 6 1 
“Curative” 17 0 1 1 


Hosp. Deaths 


to bo 
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It becomes our sad duty to report the deaths in our 
Association since our last meeting. Not even the con- 
solation of religion cover the sorrow or lessen the 
grief of those who are left when friends or loved ones 
pass through the gate called death. From time im- 
memorial the thought of death has given rise to 
solemn thoughts, have challenged the manner of life 
for those who still continue in the body, and warned 
them to consider with care the value of the causes in 
which they are engaged. 


It was a part of the original teachings, and it con- 
tinues to be cherished in life that death is but the 
gate to a larger life, that our brief sojourn on the earth 
is not the main project but a training ground and a 
testing time to prepare us for the life to come. We 
anticipate for our friends and for ourselves happier 
engagements in fairer fields. We look upon death as 
a temporary separation from our present friends and 
loved ones, and we hold our own lives lightly where 
righteousness and truth are at stake. 


Men are saved by faith and their good works. All 
men have their virtues. Of ourselves, even of our best 
selves, we are nothing. It is rather the love of God 
pressing into our hearts, molding our lives, that makes 
us worthy servants of the Most High. Like us, these 
friends who have passed from this life, depended upon 
God and he alone may judge them. He only may de- 
cide whether they made good use of the talents with 
which they were endowed. But they had their stations 
among us, and their place in our ranks, so it is for us 
the living to honor and pay tribute to their memory. 


A. E. Baker 
L. P. Barnes 
D. A. Bigger 


Charleston 
Bennettsville 
Rock Hill 


Jan: 26, 1951 
Nov. 18, 1950 
Feb. 20, 1951 


H. S. Black Spartanburg May 21, 1950 
J. Walter Burn Charleston Dec. 25, 1950 


* (Presented by Memorial Committee, Annual Session, 


1951) 
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F. L. Carpenter 

J. A. Dillard 

James A. Dobson 

R. G. Doughty 

John W. Douglas, Sr. 
H. A. Edwards 

J. A. Harper 

J. W. Harter 

W. R. Haynie, Sr. 
John B. Hill 

T. B. Kell 

E. H. King 

L. R. Kirkpatrick 

F. C. Ledbetter 
David M. Michaux 
James H. Moore 
Catherine N. Munro 
James A. Norton 

A. S. Pack 

W. H. Poston 

John E. Rickenbacker 
A. E. Shaw 

Charles B. Skinner 
Robert B. Taft 

S. W. Talbert 

J. V. Tate 

J. C. Von Lehe 

J. P. Williamson 
Perry Workman 
John P. Young 


Almighty God we remember before Thee 


Latta 
Columbia 


Ridgeway 
Columbia 
Greenville 
Latta 
Greenwood 
Beaufort 
Belton 
Greenville 
Fort Lawn 
Hartsville 
Ware Shoals 
Greenville 
Dillon 
Whitmire 
Columbia 
Conway 
Greenville 
Pamplico 
Cameron 
Columbia 
Hartsville 
Charleston 
Columbia 
Calhoun Falls 
Walteroboro 
Ware Shoals 
Lyman 
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Nov. 22, 1950 
Nov. 30, 1950 


Oct. 19, 1950 
Jan. 3, 1951 
Feb. 8, 1951 
July 17, 1950 
June 17, 1950 


Oct. 8, 1950 
May 31, 1950 
Jan. 8, 1951 
Feb. 24, 1951 
March 2, 1951 
June 1, 1950 


Oct. 8, 1950 
July 21, 1950 
Sept. 5, 1950 
Nov. 6, 1950 
Sept. 18, 1950 
Feb. 8, 1951 
Jan. 3, 1951 
April 16, 1951 
Aug. 27, 1951 
Feb. 6, 1951 
Aug. 2, 1950 
Feb. 2, 1951 
Dec. 19, 1950 


North Charleston Nov. 3, 1950 


this day, 


the thirty-four faithful members of this Association 


who have departed this life since our last meeting. 


And we pray Thee that having opened unto them the 






gates of a larger life, Thou wilt receive them more and 
more into Thy joyful service, that they may win with 
Thee and Thy faithful sons everywhere, the eternal 


victory, through God our Lord and Savior. Amen 


















September, 1951 


In last month’s issue of The Journal, as a part of 
the minutes of The House of Delegates, there appeared 
the report of Dr. Roderick MacDonald’s committee on 
the establishment of a grievance committee by our 
Association. That report represents a tremendous 
amount of study and much serious thought. Its 
adoption by the 1951 House of Delegates was recom- 
mended by the Council. However, consideration was 
postponed until the 1952 session because of the fact 
that the report was too voluminous and the system 
proposed appeared to be too complicated to allow 
intelligent consideration of it after a single reading. 
It is my opinion that postponement was wise. Its 
adoption would have been an amendment to the 
By-Laws, but that fact did not require its postpone- 
ment. However, every proposed change in Constitution 
and By-Laws should be understood by members of 
the House. The proposal should be made in proper 
form, stating the changes proposed and how the sec- 
tion or by-law would read after the proposed amend- 
ment. Every delegate and every member of the Asso- 
ciation, if he so desires, should have an opportunity 
to discuss the proposed change. 


This kind of consideration of important matters 
cannot be had under our present system of transacting 
business. Either proposals have to be acted upon at 
once or else be carried over for a year. To allow full 
discussion, the House would, of necessity, have to 
sit actually, or in effect, as a committee of the whole, 
and to do so would require so much time that all 
business could be transacted in the time allowed. Fur- 
ther, as a thoughtful doctor, not a member of the 
House, put it, “No important business should be trans- 
acted, without first sleeping on it.” 


This matter of the establishment of a grievance 
committee demonstrates the need for changes in the 
manner of conducting the business of the House of 
Delegates, along the lines which I have suggested. I 
have suggested that all important business be re- 
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quired to be presented in writing; that the meeting 
of the House be divided into two sessions, one in 
which to receive important proposals and a second in 
which to act on the proposals; that the proposals 
presented be referred to reference committees, and 
that these committees hold open hearings on matters 
referred to them during the interim between the two 
meetings, and that they prepare and present reports 
on matters considered and recommend action to be 
taken. Such a system would result in more careful 
consideration of important matters, with better under- 
standing of their import, and more general satisfaction 
with the action taken. 


Coming back to the matter of establishment of a 
grievance committee, a careful reading of Dr. Mac- 
Donald’s report, which I hope you will do, will reveal 
that while on the surface it appears to be complicated, 
it is really not so. It has been carefully prepared in 
legal language, so as to safeguard the doctor against 
whom a complaint might be offered, as well as to 
prevent unwise publicity of the complaint itself. What 
it really provides for is: Any person, whether colleague 
or layman, who feels that he has been treated unjustly 
by a member of the Association, may file a complaint 
with the committee. A private hearing will then be 
held, at which both the doctor against whom the com- 
plaint has been made and the person making the 
complaint will be heard, and an effort will be made 
to settle the difference to the satisfaction of both. The 
whole matter will be handled with secrecy, kindliness, 
and in a judicial manner. Thirty-five state associations 
already have such committees, and they are proving 
their worth to the doctors and are improving public 
relations. Their history has been that at first, there 
are relatively numerous complaints filed, and then 
when the public learns that they really will be heard, 
the number of complaints rapidly decreases to almost 
nil. 


J. Decherd Guess, M. D. 
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WORD OF THANKS 


The following letter received by our treasurer is 
self-explanatory and we publish it with pride: 


Dr. J. Howard Stokes, Treasurer 
South Carolina Medical Association 


Dear Doctor Stokes: 


On behalf of the Directors of the American Medi- 
cal Education Foundation, I wish to thank the South 
Carolina Medical Association for its check for 
$10,000 as a contribution to the American Medical 
Education Foundation. As requested by the Associa- 
tion, this contribution will be earmarked for the Medi- 
cal College of the State of South Carolina. 


This contribution has been a source of great en- 
couragement and inspiration to the Directors of the 
Foundation and to all others who are working to 
make the undertaking a success. 

Sincerely yours, 
Donald G. Anderson, M. D. 
Secretary-Treasurer 


PIEDMONT POST-GRADUATE CLINICAL 
ASSEMBLY 


The sixteenth annual meeting of the Piedmont Post- 
Graduate Clinical Assembly will be held at the 
Anderson Memorial Hospital on Wednesday and 
Thursday, September 19 and 20. An outstanding pro- 
gram has been prepared with the following out-of- 
state speakers scheduled for papers: Dr. Fred Klenner, 
Reidsville, N. C.; Dr. David F. James, Atlanta, Ga.; 
Dr. Wm. Kiser, Atlanta, Ga.; Dr. Mims Gage, New 
Orleans, La.; Dr. Philip K. Bondy, Atlanta, Ga.; and 
Dr. Edgar Fincher, Atlanta, Ga. 


Again we wish to congratulate those in charge for 
the splendid work which is being done through this 
Assembly. It is our hope that the number who at- 
tend and the attention which is given to the speakers 
will justify the efforts of those who have developed 
this year’s program. 


ANNUAL DUES 


We recently received a study which had been made 
of annual dues for state medical associations through- 
out the country, and we are presenting some of the 
data as a matter of information: 

The average dues for state medical associations are 
$29.00 per year. The highest are $50.00, the lowest 
$5.00. 

In most states the state dues are collected through 
the treasurers of local societies. 

In most states the physician joins his state society 
when he enters his county society. 

The average percentage of eligible physicians in 
the states who are members of the state associations 
is 86%. 


SOUTH CAROLINA HEART ASSOCIATION 
CLINICS 
The South Carolina Heart Association maintains 
seven heart clinics in various cities of the state, each 
clinic being under the direction of an internist with 
special interest in heart disease. The purpose of these 
clinics is to offer consultative services to physicians 
both locally and in nearby counties for their indigent 
patients with heart disease. They are not designed to 
serve patients who can pay a specialist’s regular fee. 

All the clinics operate on an appointment system, 
and appointments should be made by writing to the 
director of the nearest clinic. Either accompanying 
this letter, or brought by the patient, should be a 
statement by the county welfare agency certifying 
the patient’s inability to pay. Most of the hospitals in 
which the clinics operate will make a nominal charge 
for each patient visit. 

A list of the clinics follows, with the name of the 
director and the fee charged per patient visit: 
Columbia—Columbia Hospital—Dr. A. I. Josey—First 

visit $1.00, thereafter 50¢. 

Union—Wallace Thompson Hospital—Dr. Paul Swit- 
zer, Jr.—$1.00 per visit for out-of-county patients. 

No charge for Union County patients. 


Spartanburg — Spartanburg General Hospital — Dr. 
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Wm. J. Nelson—No charge for out-patients. 


Greenville—Greenville General Hospital—Dr. Robt. 
R. Stanley—25¢ per visit. 

Conway — Horry County Hospital — Dr. R. Cathcart 
Smith—$1.00 for first visit, 50¢ thereafter. 

Sumter—Tuomey Hospital—Dr. C. H. White—25¢ 
per visit. 

Charleston—Medical College Clinic—Dr. J. A. Boone 
—Depending on income, free to $2.00 per visit ac- 





cording to social service evaluation of ability to 

pay. 

The Charleston clinic has been set up as a center 
for the entire state for the evaluation and treatment 
of patients with congenital or rheumatic heart disease 
who are thought to be candidates for possible surgical 
treatment. For such patients who are unable to pay, 
the South Carolina Heart Association pays the neces- 
sary expenses for hospitalization at Roper Hospital for 
diagnosis and for surgery if indicated. 





REHABILITATION 


In response to a request for information, Dr. G. S. T. 
Peeples of the State Board of Health has furnished us 
with a list of the tax supported institutions or agencies 
rendering services in the field of rehabilitation. We 
publish this for the information of our readers: 

1. Vocational Rehabilitation — jointly sponsored by 
the State Department of Education and the State 
Board of Health—any patient over 16 years of age 
with a chronic remediable condition is eligible for 
relief under this program. 

2. Rehabilitation of the Blind—Sponsored by the 
State Department of Public Welfare. 

3. Rehabilitation of the Hard of Hearing—Spon- 
sored by the State Department of Education. 

4. Rehabilitation of the Cerebral Palsied—Sponsored 
jointly by the State Department of Education and 
the State Board of Health (Listed in the ap- 
propriation bill as “Speech Therapy” ). 

5. Aid to Crippled Children (including the S. C. 
Convalescent Home for Crippled Children )—Spon- 
sored by the State Board of Health, for patients 
up to the age of 21. 

6. Rehabilitation Program at S. C. State Hospital, 
including Mental Health Program, with clinics at 
Spartanburg and Charleston. 

7. Rehabilitation Program at the S$. C. Tuberculosis 
Sanatorium. 

8. Rehabilitation Programs of all penal institutions. 

9. The S. C. School for the Deaf and Blind at Cedar 
Springs, S. C. 

10. The John de La Howe School for normal de- 
pendent children of the State. 

11. The State Training School for the Feeble Minded. 
12. The Rheumatic Fever Program, sponsored by the 

State Board of Health, for patients up to the age of 

21 vears. 

13. The Dental Health Program, sponsored by the 
State Board of Health. 
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CIVILIAN MEDICAL CARE FOR ARMY 
PERSONNEL 


(The following information has been received from 
the Office of the Surgeon General of the Army and 
outlines the current policy on authorization and pay- 
ment for civilian medical care rendered to Army 
personnel while on approved leave or duty status in 
vicinities where Federal hospital facilities are not 
available ). 

One of the most important and necessary services 
furnished the American soldier is adequate and timely 
medical care and treatment, including hospitalization. 
This service is provided for Army personnel in the 
United States generally by dispensaries, infirmaries, 
and hospitals located at the many Army installations 
throughout the country. There are many locations, 
however, where Army or other United States federal 
medical treatment facilities are not available when 
medical service is required by Army personnel. In 
cases of this nature, the services of civilian physicians, 
clinics, and hospitals are necessary. With the ex- 
pansion of the Army and the deployment of Army 
personnel to practically all points in the United States 
either on a duty, travel, or leave status, the continued 
cooperation of civilian physicians and agencies is of 
utmost importance in providing adequate medical 
service to the U. S. soldier in time of need. 

Certain criteria and procedures have been estab- 
lished in connection with the furnishing of medical 
service to Army personnel by civilians in accordance 
with the current laws and regulations. These criteria 
define the conditions under which individuals of the 
Army may be authorized civilian medical care at the 
the Army. include 
reporting and payment for 
treatment or hospitalization of Army personnel by 
civilian medical agencies. 

Civilian medical care (other than elective) at the 
expense of the Army is authorized for commissioned 
officers, contract surgeons when employed by the 


procedures 
receiving 


expense of These 


methods for 


Army on a full-time basis, warrant officers, enlisted 
personnel, cadets of the United States Military 
Academy, general prisoners and prisoners of war when 
these personnel are on a duty status or when they are 
absent from their place of duty, on leave or informal 
leave (pass) status. Applicants for enlistment in the 
Army and selectees also are authorized necessary 
civilian medical care at the expense of Army funds 
while they are being processed for enlistment or in- 
duction into the Army. Payment for civilian medical 
expenses incurred by Army personnel who are absent 
without leave is not authorized. Any obligations re- 
sulting from civilian medical care to Army personnel 
who are absent without leave are the responsibility of 
the Army individual concerned. 

Normally, civilian medical care for Army personnel 
is authorized only when there are no other federal 
medical treatment facilities available. First aid or 
emergency treatment is authorized at any time, not- 
withstanding the proximity of Army or other federal 
medical treatment facilities. In this connection, emer- 
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gency medical care may be defined as that required 
to save life, limb, or prevent great suffering. Surgical 
operations should not be performed without prior ap- 
proval of military authorities, unless indicated as an 
emergency procedure. Elective medical treatment in 
civilian medical treatment facilities or by civilian 
physicians will not be authorized as Army funds can- 
not be used for payment of these services. 

Due to limitation of funds available to the Army, 
medical care of dependents of military personnel from 
civilian sources, at Army expense, is not authorized. 
Dependents of military personnel may obtain avail- 
able medical care at Department of Defense medical 
facilities only. Any obligations resulting from civilian 
medical care to dependents of military personnel are 
the responsibility of the dependents concerned or 
their sponsors. 

As a general rule, local military commanders will 
furnish the civilian medical agency with prior written 
authority for ordinary medical care to Army personnel 
under his jurisdiction. In such cases, prior arrange- 
ments with the civilian medical agency will be made 
by the individual or by a proper military authority. 
For emergency cases treated without prior written 
authorization, the surgeon of the nearest military 
command should immediately be notified by the 
civilian medical agency, giving the individual’s name, 
organization, nature of illness or injury and statement 
of the practicability of transter of the patient to an 
Army or other governmental hospital. The civilian 
agency or physician then will be advised without de- 
lay by the appropriate military authorities as to pro- 
cedures to be followed. 

Bills for authorized medical care and treatment of 
Army personnel should be submitted to the com- 
manding officer of the organization to which the pa- 
tient belongs, or to the military authority who pro- 
vided the authorization for the medical service. If the 
location of these individuals is not readily known or 
if such military commanders authorizing treatment 
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have moved to another station, the bill should be sent 
to the military authorities listed below. 
For Services Rendered in the Following States: 
THIRD ARMY AREA 
Alabama 
Florida 
Georgia 
Mississippi 
North Carolina 
South Carolina 
Tennessee 
Submit Bills to: 
The Surgeon 
Third Army 
Fort McPherson, Ga. 

The bill should show the full name, rank, and serv- 
ice number of the patient, place, and inclusive dates 
of treatment, diagnosis, and charges, all itemized 
separately. The duty status of the patient at the time 
of illness or injury also should be shown, such as 
duty, leave, or pass. Payment will be expidited if the 
following certificate is typed on the bill and signed: 

“I certify that the above charges are correct and 
just; that payment therefor has not been received; 
that the services were necessary in the care and treat- 
ment of the person named above; that the services 
were rendered as stated; and that the charges do not 
exceed those customarily charged in this vicinity.” 








( Signature of Pavee ) ( Title or Capacity ) 

Answers to specific questions or further information 
concerning this matter may be requested of the mili- 
tary surgeon at the above address or from The Sur- 
geon General, Department of the Army, Washington 
25, D. C. Any difficulties that are experienced should 
be called to the attention of these Army authorities in 
order that this program may function smoothly and 
render the American soldier the prompt and adequate 
care and treatment to which he is entitled. 


COMMITTEE APPOINTMENTS, 1951-1952 
SOUTH CAROLINA MEDICAL ASSOCIATION 


Committee on Legislation and Public Policy 


Dr. William C. Cantey, Columbia, Chairman 

Dr. Ralph E. Brown, Barnwell 

Dr. Robert D. Hicks, Bishopville 

Dr. J. Decherd Guess, Greenville, President, Ex Officio 
Dr. N. B. Heyward, Columbia, Secretary, Ex Officio 
Mr. M. L. Meadors, Florence, Business Manager and 


Director of Public Relations, Ex Officio 
Committee on Public Health and Instruction 


Dr. James P. Harrison, Cheraw, Chairman 


Dr. George R. Blalock, Clinton 








Dr. Charles G. Spivey, Columbia 
Dr. James L. Hughes, Greer 
Dr. Joseph A. Johnson, Marion 


Committce on Medical Education 
Dr. Thomas G. Goldsmith, Greenville, Chairman 
Dr. J. Howard Stokes, Florence 
Dr. Lane E. Mays, Seneca 
Memorial Committee 
Dr. Paul K. Switzer, Union, Chairman 


Dr. Harry C. Raysor, St. Matthews 
. J. L. Anderson, Greenville 
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Advisory Council, Medical Auxiliary 
Dr. Alfred F. Burnside, Columbia, Chairman 
Dr. Allen H. Johnson, Hemingway 
Dr. Clay W. Evatt, Charleston 
Dr. W. A. Woodruff. Woodruff 
Dr. R. L. Sanders, Columbia 
Mr. M. L. Meadors, Florence, Business Manager and 
Director of Public Relations, Ex Officio 
Standing Committee on Infant Mortality 
Dr. J. I. Waring, Charleston, Chairman, (Pediatric 
Society ), to serve 2 years. 
Dr. Benton Burns, Sumter, (Pediatric Society), to 
serve 1 year. 
Dr. Keith Sanders, Kingstree, (Academy of General 
Practice ), to serve 1 year. 
Committee on Arrangements 
Mr. M. L. Meadors, Florence, Business Manager and 
Director of Public Relations, Chairman 
Dr. O. B. Mayer, Columbia, Chairman of Council 
Dr. J. Decherd Guess, Greenville, President 
Dr. Lawrence P. Thackston, Orangeburg, President- 
Elect 
Dr. N. B. Heyward, Columbia, Secretary 
Dr. James A. Sasser, Conway 
Committee on Maternal Welfare 
Dr. J. Decherd Guess, Greenville, Chairman 
Dr. Hilla Sheriff, Columbia, Secretary 
Dr. John H. Jameson, Easley 
Dr. Homer M. Eargle, Orangeburg 
Dr. Dreyfus O. Winter, Sumter 
Dr. A. Wells Lowman, Denmark (Supernumerary ) 
Dr. Robert L. Crawford, Lancaster (Supernumerary ) 
Committee on Public Relations 
Dr. Mauldin J. Boggs, Abbeville, Chairman 
Dr. Ned Camp, Anderson 
Dr. Douglas Jennings, Bennettsville 
Mr. M. L. Meadors, Florence, Business Manager and 
Director of Public Relations 
Committee on Industrial Health 
Dr. Robert P. Jeanes, Easley, Chairman 
Dr. William H. Frampton, Charleston 
Dr. Dossey H. McFadden, Joanna 
Committee on Rural Health 
Dr. Jesse W. Kitchin, Liberty, Chairman 
Dr. James E. Scott, Jr., McClellanville 
Dr. Aquilla R. Johnston, St. George 
Committee on Liaison with South Carolina Nurses 
Association 
Dr. Jack D. Parker, Greenville, Chairman 
Dr. L. E. Madden, Columbia 
Dr. W. J. Snyder, Jr., Sumter 
Committee on Medical Care of Veterans 
Dr. A. Izard Josey, Columbia, Chairman 
Dr. Charles P. Vincent, Jr., Camden 
Dr. Percy D. Hay, Jr., Florence 
Committee on Hospital Service 
Dr. Furman T. Wallace, Spartanburg, Chairman 
Dr. Harry C. Tiller, Georgetown 
Dr. Harold P. Hope, Union 
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Cancer Control Committee 


Dr. J. R. Young, Anderson, Chairman 
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Henry Plowden, Columbia 

Percy D. Hay, Jr., Florence 

. Vance Brabham, Jr., Orangeburg 
. John K. Webb, Greenville 
Thomas A. Pitts, Columbia 
Frederick E. Kredel, Charleston 
Ben F. Wyman, Columbia 

John M. Fleming, Spartanburg 

. Gaine E. Cannon, Pickens 


Membership Committee 


Lee T. Nesbitt, Gaffney, Chairman 
Edgar N. Sullivan, Clinton 
Richard C. Horger, Orangeburg 

. Hervey W. Mead, Columbia, (Academy of Gen- 


eral Practice), to serve 2 years. 


Dr. 


Manly Hutchinson, Columbia, (South Carolina 
Obstetrical and Gynecological Society), to serve ‘ 


years. 
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Committees Continued for Another Year 


Committee on Industrial Medical Fee Schedule 
. Frank C. Owens, Columbia, Chairman 
. Charles N. Wyatt, Greenville 
. W. S. Judy, Greenville 
. Henry F. Hall, Columbia 
. John K. Webb, Greenville 


Committee on Medical Care of The Indigent 


. J. Kilgore Webb, Greenville, Chairman 
George C. Smith, Florence 

. J. B. Floyd, Winnsboro 

. E. C. Kinder, Columbia 


Dr. W. O. Whetsell, Orangeburg 


Committee on Military Service 
CHAIRMAN 
Dr. Frank C. Owens, Columbia 
First Judicial District 
Calhoun, Orangeburg, Dorchester 
Dr. L. P. Thackston, Orangeburg 
Second Judicial District 
Aiken, Barnwell, Bamberg 
Dr. Wallis Cone, Williston 
Third Judicial District 
Lee, Sumter, Clarendon, Williamsburg 
Dr. N. O. Eaddy, Sumter 
Fourth Judicial District 
Chesterfield, Marlboro, Darlington, Dillon 
Dr. P. M. Kinney, Bennettsville 
Fifth Judicial District 
Kershaw, Richland 
Dr. Carl A. West, Camder. 
Sixth Judicial District 
York, Chester, Lancaster, Fairfield 
Dr. Roderick MacDonald, Rock Hill 
Seventh Judicial District 
Cherokee, Spartanburg, Union 
Dr. H. L. Poole, Spartanburg 
Eighth Judicial District 
Laurens, Newberry, Greenwood, Abbeville 












Dr. J. C. Scurry, Greenwood 
Ninth Judicial District 
Berkeley, Charteston 

Dr. O. B. Chamberlain, Charleston 
Tenth Judicial District 
Oconee, Anderson 
Dr. T. R. Gaines, Anderson 
Eleventh Judicial District 
McCormick, Edgefield, Saluda, Lexington 
Dr. W. W. King, Batesburg 
° Twelfth Judicial District 
Florence, Marion, Horry, Georgetown 
Dr. ’'On Weston, Mullins 
Thirteenth Judicial District 
Greenville, Pickens 
Dr. W. W. Edwards, Greenville 
Fourteenth Judicial District 
Colleton, Hampton, Jasper, Beaufort, Allendale 
Dr. G. C. Brown, Jr., Walterboro 
Ex Officio 
Dr. J. Decherd Guess, President, Greenville 
Dr. N. B. Heyward, Secretary, Columbia 
Mr. M. L. Meadors, Business Manager and Director of 






















Public Relations, Florence 
Special Committees 
Special Committee appointed to work in cooperation 
with a committee of the South Carolina Chapter of 
the Academy of General Practice, Dr. Wyman King, 
Batesburg, Chairman, which shall and 


seek ways 
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means to secure establishment of a State Hospital for 
Chronic Alcoholics, under the direction of the Staff 
of the State Hospital for the Insane: 


Dr. D. C. Alford, Spartanburg, Chairman 
Dr. Ben N. Miller, Columbia 
Dr. John M. Pratt, York 


Special Committee on Constitution and By-Laws to 
revise or rewrite Constitution and By-Laws, in- 
corporating amendments and unwritten changes and 
customs and to delete provisions no longer applicable, 
and to report at the 1952 meeting of the House of 
Delegates: 

Dr. Julian P. Price, Florence, Chairman 

Dr. N. B. Heyward, Columbia 

Dr. O. B. Mayer, Columbia 

Mr. M. L. Meadors, Florence ( As Counsel ) 

Dr. J. Decherd Guess, President, Greenville, Ex 
Officio 

Committee to inquire into the advisability of estab- 
lishing and to study the procedure which should 
govern the operation of a medical examiners system 
in South Carolina for the purpose of investigating 
deaths from violent or unknown causes, etc: 

Dr. Strother Pope, Columbia, Chairman 
Dr. J. K. Webb, Greenville 

Dr. Wells Brabham, Orangeburg 

Dr. H. R. Pratt-Thomas 

Dr. Rowland Zeigler, Florence 










THE TEN POINT PROGRAM 
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A CLERGYMAN VIEWS MEDICINE* 


It is a refreshing sign of the times that you invite 
a clergyman to offer his contribution to the dilibera- 
tions of today’s medical conference. 

As the Chairman has said, the priest and the doctor, 
the clergyman and the physician have many points of 
contact and of mutual interest. When moral guidance 
breaks down, I tail to make 
effective, then my wayward sheep turn to you for 
sedatives, for “shots” and for relief from the allergies 
to their own wild oats. 


when my teaching 


Conversely, and as a kind of professional courtesy, 
I maintain a discreet silence as I stand by the graves 
of your incomplete diagnoses. 

On the other hand, you and I have inevitable and 
friendly tensions between us. A doctor sweats for days 
on end; he keeps virgils for long waking nights. 
Finally the patient pulls through. He becomes con- 
cious, and the hospital chaplain tells him—“Thank 


God.” 


7“ Address of Bishop John J. Wright before the Con- 
ference of Presidents and Other Officers of State Medi- 
cal Associations, Atlantic City, June 10, 1951). 








Yet, the Italians have a proverb—-“God cures you 
and the doctor sends the bill.” 

The occasional tensions between the priest and the 
doctor, the prophet and the scientist, have other and 
more deep roots, however. 

The technician, the scientist, the research man, the 
doctor — these are the of know-how. The 
prophet, the poet, the priest—these are the exponents 
of know-why. One group is concerned with proximates; 
the other is concerned with purposes. Each is in- 
dispensable ultimately to the other; both are sensitive 
to each other, sometimes even allergic. 

Civilization depends on the happy blending of the 
contributions of the two. In some moments of civiliza- 
tion, know-why predominates. Such periods are times 
of great dreams, great mystics, great cathedral build- 
ers, great contemplatives, great peace. 

The late Dr. James J. Walsh used to point out, in 
connection with the Thirteenth Century, something 
which was confirmed by an investigation at Harvard, 
of all places. In 1937 the Harvard Department of 
Sociology announced it as a fact that the average man 
of the Thirteenth Century had six thousand, five 
hundred more chances to die peacefully in bed and of 


masters 
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Diodoquin Tablets of 
10 GRAINS 


(650 mg.) 













With the introduction of a new 10-grain (650 mg.) tablet of 
Diodoquin, the number of tablets necessary for treatment 
of amebiasis can be reduced from ten a day to three a day. 


Thus the twenty-day recommended dosage schedule is ac- 
complished with a total of 60 instead of 200 tablets. The 
cost to the patient is reduced accordingly. 


A potent oral amebacide— D I oO D oO Q U t jc ® 


(diiodohydroxyquinoline) 





—is a well-tolerated, relatively nontoxic compound con- 
taining 63.9 per cent of iodine. 


Now available in tablets of: 


3.2 grains (210 mg.), bottles of 100 and 1,000 
10 grains (650 mg.), bottles of 60 and 500 


Be sure to prescribe the 10 gr. (650 mg.) size for full adult dosage. 
SEARLE RESEARCH IN THE SERVICE OF MEDICINE 
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natural causes than has any member of the Twentieth 
Century. This is worth thinking about, particularly if 
you have any hopes of dying in™bed. The average man 
of the Thirteenth Century, the period when the ideas 
of the mystic, the poet and the priest tended to 
dominate culture and civilization, the average man 
had six thousand five hundred more chances to die 
peacefully in bed than has his descendant in the 
Twentieth Century. That was a know-why period of 
civilization. 

Other periods of civilization are periods of know- 
how. The first half of the present century, for ex- 
ample, has been largely a know-how period of civiliza- 
tion, a time of extraordinary mechanical, technological, 
scientific and material advances, reaching their absurd 
development in the age of the “gadget.” 

I hope it is not unfair to hope that know-how has 
presumably reached its peak in the A-bomb, or un- 
just to suggest that it has gone to seed in the “gadget” 
civilization which is now upon us, a civilization which 
produces in its citizens the pathological condition Dr. 
John Fallon, of Worcester, describes as “gadget- 
tarrhea”: “A disease characterized by the inordinate 
desire to make something useful, preferably from 
junk.” 

In more dignified terms, this instinct sometimes 
passes for the scientific spirit—an excess of which, 
even in medicine, is unhealthy. 

So, the Thirteenth Century belonged to the mystics. 
The first half of this century has belonged to the 
scientists. Perhaps there is a good chance that the last 
half (please God, all the future) will belong to both— 
to mystics with their feet on the ground and to 
scientists with their eyes on heaven. 

Reaction Against Scientism 

The reaction against scientism, against mere tech- 
nology, against mere know-how, has not been limited 
to the friendly or the critical laymen. It has been 
manifest in the medical profession itself. 

For instance, I find in the New England Journal of 
Medicine for November 2nd, 1950, some exceedingly 
healthy remarks under the heading “Medicine, 
Science and Humanism,” from which permit me to 
quote: 

“Sir Henry Cohen, professor of medicine at the 
University of Liverpool, delivered the presidential 
address before the British Medical Association this 
year on “Medicine, Science, and Humanism.’ These 
subjects and the homilies that can be based on their 
relations to each other are hardly new, but they are 
of recurring value; like the characteristic signals of a 
lighthouse they must be repeated at regular intervals 
if the purpose for which they are intended is to be 
served. 

“Looking back, as it is the fashion of the year to 
do, on the gains and losses of a half century, Sir Henry 
finds that the changing order of medical training, re- 
search and practice has been the result of two main 
influences—the rapid expansion of knowledge and 
technical skills in the sciences, and the evolution of 
the profession’s ideas of social responsibility. At the 
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beginning of the period, he notes, man was still re- 
garded as a member of a family and of society, 
‘greater than the sum of his parts.” 

“The advance of science to the point where a 
scientific age might be labelled as such placed this 
attitude in jeopardy. It made the physician too often 
forget not only ‘the essential humanity, but that 
science is not an end in itself. Scientific achievements 
had not been lacking since the Renaissance began— 
but now science became all important and tended to 
crowd out the humanism without which the most per- 
fect mind and body seem yet to lack a soul.” 

But it is not enough to focus our attention on the 
priest and the doctor, the prophet and the technician 
in society. There is vet another gentleman with whom 
both must sooner or later come to terms. That third 
party is the king—whether he wears a crown or a 
straw hat. And so, whether we talk of the civilization 
of the Thirteenth Century, or of scientific civilizations 
such as that of the early part of the Twentieth Cen- 
tury, all civilization works itself out within the frame- 
work of a political order, of the political state. The 
problems of each civilization tend to be political 
problems. In the age of the mystic, the Thirteenth 
Century, it was the conflict of Church and the State, 
the conflict between the Emperor and the Pope. 

In our age it is more often than not the problem of 
the conflict between the King and the professional 
man, and the increasing effort of the former to regi- 
ment the latter. In the age of the mystic, it was the 
fight over the right of investiture, the struggle between 
the bishop and the temporal princes. In this age, it 
has become the fight between the politicians and the 
doctors, and the politicians and the press, the politi- 
cians and business. 

So, the proximate problems of every period of 
civilization are political, although as General Mac- 
Arthur remarked upon a time when it was more easy 
for him to make remarks, “The ultimate problems of 
our age are theological.” So it always is:—the ultimate 
difficulties of every generation are theological. The 
proximate difficulties are political. That is true no 
matter what the form of the political order. 

In each political system, the poets, priests, profes- 
sional men and scientists have to come to working 
terms with the realities of the existing political order. 
There is always the danger that they may forfeit too 
much in this process. We could apply to doctors, for 
example, the point that is applied so frequently to 
laborers, to workers. 


Four workers were sailing in a boat when suddenly 
a gust of wind tipped it over. It quickly sank. The 
four men were respectively a Fascist, a Communist, a 
Capitalist and a Socialist Trade Unionist. The Capital- 
ist drowned first; he tried to hold on to too many of 
his belongings and couldn’t make more than a few 
yards. The next to drown was the Fascist; he kept 
raising his arm in a stiff salute and so impeded his 
swimming. The third to drown was the Communist: 
he was so busy shouting propaganda that his face 
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but all 34 patients in this study carried End- 
amoeba histolytica! in their stools! Five were 
classified as asymptomatic and 18 were “‘per- 
sons with such poorly defined symptoms that 
they would not normally seek medical assis- 
tance...,”" but a stool examination proved that 
all had amebic dysentery. 

In these instances, a course of treatment 
with Milibis-Aralen was completely success- 
ful. Milibis — bismuth glycolylarsanilate — a 
new intestinal amebacide, is one of the most 


powerful of the drugs commonly used 


MILIBIS® 


against Endamoeba histolytica.? Yet its tox- 


icity is so low that side effects are virtually 


unobserved. 


Aralen (chloroquine) diphosphate has 
been shown to exert a specific action on extra- 
intestinal amebiasis. The combination of 
Aralen with a superior intestinal antiamebic 
drug such as Milibis furnishes adequate treat- 


ment of any amebic infection. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


amebacide ,.. high in potency... low inside effects 
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filled with water. Last was the Socialist Trade Union- 
ist; he was swimming along very well until he heard 
a whistle blow. Then he quit swimming and sank. 

So each tends to come to terms with the political 
system of his age and sooner or later the political sys- 
tem tends to prove his undoing. 


Vigilance Necessary for Free Professions 


In an age of socialism and collectivism, such as ours 
has become, there is need for great vigilance if you 
are to keep the profession free. Medicine is in particu- 
larly grave danger of enslavement by absorption into 
the bureaucratic machinery of the socialist state be- 
cause your profession is susceptible to the fallacies of 
the eugenic state. The eugenic state is simply another 
aspect of the socialist state, as socialism is simply one 
form of the collectivist or totalitarian state. 

You see, the names used in politics are largely a 
question of salesmanship. The totalitarian chooses his 
vocabulary according to the prejudices and the pre- 
occupations of the group that he is attempting to 
“sell.” If he is talking to Trade Unionists, he speaks 
in the economic terms of socialism. If he is talking 
to doctors, he uses the medical jargon of the eugenic 
state. In both cases, he is “selling” the despotism of 
the slave state. 

Your particular danger stems from the fact that in 
the fallacies of the eugenic state, as in all fallacies, 
there is a certain show of truth. 

Health is a concern of the state. Health is an aspect 
of the common good. The state has for its object the 
protection of that good. And so, medicine does serve 
the state, very definitely. Hence the eugenicist and 
the Socialist are able to weave a highly plausible case 
for the political control of medicine. 


Claims of State on Profession 


Now, medicine does serve the state, and, as a con- 
sequence, the state has very real claims on the profes- 
sion. However, the nature, or rather, the manner of 
those claims must be gauged from the manner of the 
service. The profession serves the state by indirection; 
it promotes the common good indirectly, save in the 
case of specialized problems of a specific kind. The 
direct service of the profession is to the individual, to 
the person, and in the scheme of things still ours by 
lip service at least, the individual person is accounted 
a free man. 

Civilization has always accorded the doctor, like the 
priest, a wholesome maximum immunity from civil 
and political controls in his service of the free man. 
Even the ancient Greeks drew a sharp distinction be- 
tween the service of the free man and the service of 
the slave. 


The Greek writer, Lucian, for example, who lived 
in the Second Century, makes a physician say in one 
of his dialogues: “In the case of the medical profes- 
sion, the more distinguished it is and the more service- 
able to the world, the more unrestricted it should be 
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for those who practice it. It is only just that the art 
of healing should carry with it some privilege in re- 
spect to the libertv of practicing it, and that it should 
not be subject to enslavement by the law.” 

In a word, the art of healing serves directly and 
principally the person, not the state, and thus in- 
directly it builds up, as do all other arts, that com- 
mon good which is the state’s legitimate concern—a 
common good which the state itself destroys, however, 
the more it de-personalizes it, the more that good be- 
comes “collectivized.” 

The 


lective 


“common good” is not the same as a “col- 
good.” It is one thing for me to hold certain 
benefits in common with you. It is quite another for 
you and I to be the beneficiaries of a “collective bene- 
fit” which is neither vours nor mine. 


The idea of “everything in the State, nothing out- 
side the State,” Mussolini's blunt but honest definition 
of Fascism, is by no means dead. The rose by any 
other name retains its special fragrance; but the same 
is true of the stinkweed. Fascism frankly talks of the 
mystical exaltation of the State; State Socialism some- 
times talks a loud anti-Fascist “line’—but it remains 
“everything in the State, nothing outside the State.” 


When we hear talk of increased socialization of 
services to the person in order to increase economic 
democracy; when increased socialization of the pro- 
fessions is argued in terms of alleged “liberalism” and 
of resistance to Fascism, then it is time to meditate 
the cynical, but shrewd quip of Huey Long. Some- 
one once asked Huey if Fascism would ever come to 
America. “Sure it will,” said the Kingfish—“but when 
it does, we'll call it anti-Fascism!” 

In an age of Socialism and Collectivism, such as 
ours tends to be, there is need, I repeat, for great 
vigilance if you are to keep the profession free. 

Freedom of the Individual 

But if it be true—and it is true—that the political 
freedom of the profession derives from its privileged 
relation to the free person, then it is pertinent and 
important to point out why the person is free—by 
what title the person eludes the pretension of the 
State and retains his freedom, his right to service and 
consideration independent of the State. 

If medicine serves the person and owes its own 
diginty and freedom to the intimacy of that service, 
then the doctor should possess an appreciation of the 
spiritual nature of complete personality, an apprecia- 
tion hardly less than that of the priest. 

Such an appreciation will include a recognition of 
the moral climate as well as the material environment 
in which personality achieves its healthy development; 
it will include an acknowledgement of the spiritual 
as well as physical elements of the total human per- 
son. There are grounds for complaint that this well- 
rounded appreciation is not always as present or as 
honest as it might be, with respect to either the moral 
or the spiritual order. 


It is here, of course, that the priest is in danger of 
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BEL 
YOURSELF? 


Doctor, you probably have read a great deal of cigarette 
advertising with all sorts of claims. 











So we suggest: make this simple test... 












Take a Puitip Morris—and any 
other cigarette. Then, 
| Light up either one. Take a puff 


0 —don’t inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


> Now do exactly the same 


o thing with the other cigarette. 














Then, Doctor, BELIE VE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Ine. 
100 Park Avenue, New York 17, N. Y. 
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degenerating into the common scold—but it is also 
here that his responsibility begins, a responsibility in 
the conscientious discharge of Which he well serves 
both the medical profession and the democratic com- 
munity. 


The treatment of social disease offers the most 
obvious, but by no means the only example of the 
truth that medical treatment on the material level 
alone, scientific techniques without reference to moral 
considerations, are far from sufficient for the adequate 
protection or improvement of 


here, less obviously but no less truly elsewhere, the 


persons. Obviously 
problem is not purely scientific—and neither can the 
solution be. 


In “Social Medicine” a publication of the New York 
Academy of Medicine, I read this significant report: 

“Not long ago health administrators thought that if 
only some excellent curative agent were available to 
treat venereal disease cases, the problem could be 
solved fairly promptly. Now penicillin is providing 
more satisfactory treatment than the most sanguine 
might have dared hope, and yet we find that instead 
of diminishing, the venereal disease rate is rising. 
Recently the venereal disease director of one of our 
best state health departments said that he is con- 
vinced that the problem is much broader than that of 
treatment alone. There must be a concerted assault on 
all aspects of the situation if effective control is to be 
secured. Treatment must be pushed as completely 
and carefully as possible. There must also be an attack 
by all community agencies which can help to remove 
conditions leading to promiscuity. Sex education must 
be improved and descent recreational opportunities 
made available. Home ties will have to be strength- 
ened, prostitution and intensive efforts 
made to rehabilitate socially those now engaged in 
prostitution.” 


repressed, 


Now what a priest finds discouraging, what, as a 
matter of candid fact, he finds downright dishonest in 
this paragraph, as in the whole report, is the studious 
avoidance of the use of the word “moral.” There is 
talk of “family relations,” “prostitution,” numerous 
other notions all involving morality, moral codes, moral 
judgements, moral relations, moral questions—but a 
careful omission of the word “moral.” The omission is 
significant,—and it is also fatal, fatal not merely to 
morality, but, in final terms, to the work, prestige and 
interest of the medical profession itself. 

“He strove to keep his arteries whole, and died of 
hardening of the soul!” 


An even more grievous discouragement to the priest 
and disservice to the profession is ‘had when pre- 
occupation with the physical become exclusive, so 
that an insensibility to spiritual values and to the im- 
moral factors of personality appears to paralyze cer- 
tain members of the profession. Sometimes the in- 
sensibility reveals itself in a crude and vulgar fashion, 
the crudeness and vulgarity not being diminshed by 
the eminence of the doctor who suffers from it. 
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A Soldier's Letter 


I have been reading to other audiences a letter that 
a soldier sent home to his girl friend during the recent 
war. I beg leave to read it to you as a summary of 
the points I am striving to make. He was with the 
Medical Corps during the war, which explains the 
somewhat technical terms in which these two wrote 
to one another. 
“This afternoon I attended a medical 
staff meeting directed by Major X, an eminent patho- 
logist, rather a good person when you get him alone. 
He performed an autopsy for us. Lieutenant So-and-so, 
of the Medical Corps, who had treated the case, read 
the background and the clinical history. I remember 
that he had discussed at table two weeks previously 
the question of there being a pons lesion or a dis- 
seminated sclerosis—and had correctly diagnosed it 
then. 


He wrote: 





“He commented on the various turns for better and 
for worse that the disease might have taken had the 
young man lived. He spoke of the partial paralyses 
that would come and go, the effect upon his face and 
jaw bone. He painted a beguiling picture of life in 
the postwar world, the world in which you and I will 
have our children if you still feel the same way about 
it. 





“He told us the wonders that research had ac- 
complished, the new techniques which were coming 
out of the science made necessary by war. He told 
us that by then a young man who contracted this 
same disease need not die of it. There would be 
means to anticipate it, control it, arrest it in its first 
beginnings. The young man now dead could, in that 
period, have an indefinite life expectancy of health 
and of service. 

“It was a seductive picture, this picture of the 
scientific world in the making, until, when he com- 
pleted its history, Major X took over again. In a black- 
board diagramatic explanation, he traced the course 
of the tumor and accounted in detail for the varying 
phases of the patient’s clinical history. After con- 
cluding his discussion of the cause, the factors, and 
the effects upon the brain, he discussed the other 
organs, one by one. 

“This is what he said—Spleen—markedly diseased 
—not unusual in case of brain tumor, but here is a 
tissue very largely invaded. Stomach—characterized 
by softening of some tissue, with accompanying self- 
digestion. This phenomenon scholarly discussed in an 
article in “Medicine” for October, 1940. Liver con- 
dition—healthy, Lungs—exhibiting marked pulmonary 
edema. Resultant disorganized function of other 
nerve centers. Heart indications—negative. Are there 
any questions? That’s all there is to these fellows!’ ’ 


“That's All There Is To These Fellows” 

Then this boy continned—“My God—In a single 
instant—in a careless phrase, the implications of which 
I am sure he would have denied had I pointed them 
out, this medical man articulated fears which have 
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Effective against many 

bacterial and rickettsial infections, as well as 
certain protozoal and large viral diseases. 
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The Ophthalmolo QISt now pos. 


sesses in aureomycin a therapeutic agent effective against many 
infections of the eye, whether caused by bacteria or by large 
viruses. A half per cent solution is nonirritant to the conjunctiva, 
so that aureomycin may be given locally, systemically, or in both 
ways It has been found of value in most types of conjunctivitis, 
as well as in dendritic keratitis and uveitis; and is of importance 
in the treatment of the acute stage of trachoma. Aureomycin is 


invaluable in both operative and nonoperative ophthalmology. 
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been in my heart ever since I joined the outfit, dreads 
for which I couldn’t find the words. But he found 
them; there it was—heart indications—negative. Are 
there any questions, gentlemen? That’s all there is to 
these fellows! 


“All there was to him! All that went into his birth 
and being—the tears that were shed to conceive him, 
the hours spent watching for him; all of childhood’s 
frets and frustrations; his young school days; _ his 
books, his brooks, fields, and fireside; the sights and 
sounds of home; all the angers of his adolescence that 
purified him; the joys of young manhood that made 
him friendships, loves—love of sweetheart, 
love of family, love of country—all the treasure of 
heart and hearth and home that breathed into him 
goodness, courage, faith and value,—six short hours 
before! 


sweet; 


“All these now became ‘heart indications, negative. 
Are there any questions, gentlemen? That’s all there 
is to these fellows.’ ’ 


And the lad concluded—“Yes, Major X. I have some 
questions, but I am very much afraid that with all 
your learning and wisdom, your slides and microscopes, 
your research, your federal subsidies, and your lab- 
oratories,—you can’t answer my questions. And I’m 
even more afraid that if you and those who share 
your spirit, have the full say in the writing of the 
curricula of the future and the planning of society, 
then a half century hence there won't be any who 
can answer my questions, and very few who will 
think it worth asking. But while there are some who 
live in the tradition of spiritual and humane values 
which produced me and those I love, I pose my ques- 
tion in a letter to a girl who came from the same 
tradition. 


“This is it: What of that boy’s love, Major? What 
of his dreams? What of his courage? What of the 
idealism that made him volunteer for the service in 
which he died, Major? Did they show up under your 
microscope? In your examination of the tear ducts of 
his dead eyes you found the cheap chemistry that 
enabled him to weep, but did you find the causes, 
the motives, of his tears? Did you find the things that 
made him bow his head at the name of Jesus—that 
made him genuflect before my eyes a few weeks ago 
in a French church—that made him step back with 
beautiful courtesy to let the aged and the less privi- 
leged go before him into buses? Into what slides do 
you peer, Major, when you are looking for goodness— 
for sorrow—for repentance—for fidelity—for genenos- 
ity—all these things which have little to do with the 
condition of his spleen or his lungs but which made 
him so much more valuable to us in life than he is 
interesting to you on your dissecting table? Truly, in 
the face of these heart-hidden, eternal things, the 
medical scientist and every scientist will do as you 
have just done, Major, unless he goes beyond his lab- 
oratory. If he refuses to go beyond it, then he can 
only laugh it all off, saying—heart indications, nega- 
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tive. Any questions, gentlemen? That’s all there is to 
these fellows.’ ” 


Religious Faith and Moral Law Paramount 


Doctors—it can’t be laughed off, either on religious 
or on professional grounds. We have said that in an 
age of statism — of socialism and collectivism — we 
must keep our eyes constantly on the notion of the 
person—the person medicine serves,—if the profes- 
sion is to remain free. And that is true. But we may 
also say, we must also say, that in an age of material- 
ism, secularism and scientism, we need to keep a 
clear vision of the truth by which men are made the 
sons of God,—or they cease to be free. They become 
slaves—and they drag down to servitude, all those 
who serve them,—first, and worst of all, their priests 
and their doctors. 

You doctors should be the first to defend religious 
faith and to insist upon scrupulous observance of the 
moral law, for once the moral law is eclipsed your 
profession will sink fatally into the slavery which was 
the condition of physicians and teachers in the pre- 
Christian days of amoral totalitarianism. 

If you doubt me, read the front pages of the daily 
papers. 





IF YOUR A. M. A. JOURNAL IS MISSING 


Recently the Executive Office of the Society has 
received a number of telephone calls from members 
asking the question, “I haven't been receiving the 
J. A. M. A. for the last few weeks. I sent in my 
check for $25 for A.M.A. dues on such-and-such a 
date. What has happened?” 

Investigation reveals that these calls usually are 
from members who did not pay their 1950 A.M.A. 
dues by the deadline of December 31, 1950, and who 
have since sent in their checks for 1950 on say—Janu- 
ary 15, 1951. 

What has happened is quite simple. When the 1950 
dues were not paid by the end of the year the doctor 
entered in the category of delinquent membership in 
the A.M.A. His name was removed from the roster of 
members and his name was removed from the list of 
those who receive the Journal of the A.M.A. 


Such delinquent members will not be entered on 
the circulation list of the Journal of the A.M.A. until 
they have been reinstated to full membership. This 
means they must pay BOTH their 1950 and 1951 
If they have now paid their 1950 dues (after 
Jan. 1, 1951) they must also pay the 1951 dues be- 
fore they enter status of members in good standing. 
Until then they will not receive the Journal. 


dues. 


Word direct from the A.M.A. is that members who 
paid their 1950 dues on time (before the end of the 
year 1950) are in good standing and have until the 
end of 1951 to pay their 1951 dues. They are con- 
sidered as ‘good circulation risks’ and will continue 
to receive the Journal during 1951 even if they can- 
not pay their 1951 A.M.A. dues until later this year. 
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But members who did not pay their 1950 dues on 
time are now delinquent. They are not considered 
good circulation risks and the Journal will not be sent 
to them until they enjoy full reinstatement by paying 
both 1950 and 1951 dues. 


It was explained in the circular which accompanied 
the bills for A.M.A. dues that both 1950 and 1951 
dues must be paid. The penalty for those who did not 
read this, did not believe it, or did not act upon 
this advice is the penalty of not receiving the Journal 
of the A.M.A. 

When a member pays his full dues and is re- 
instated in the A.M.A. his subscription to the Journal 
will start again. And the reinstated member can 
write directly to the Office of the J.A.M.A. and ask 
for back copies that he has missesd. 


We are informed that the Journal printed a number 
of extra copies of the early issues of 1951 to cover 
just this possibility. But the extra supply is limited 
and there can be no guarantee that the supply will 
not be exhausted. 

To repeat the main point: 

A.M.A. members who paid their 1950 dues during 
1950 have no need to worry. Their J.A.M.A. will 
keep coming to them throughout the year. But they 
must pay their 1951 A.M.A. dues during 1951, quite 
naturally. 

Members who have not paid their 1950 A.M.A. dues 
until after January 1, 1951 are temporarily NOT re- 
ceiving the Journal and this is one of the penalties 
they pay for being delinquent. 

Already a few 
members who have now paid their 1950 and 1951 


calls have come from delinquent 
A.M.A. dues and cannot understand why they do not 
immediately receive the A.M.A. Journal the following 
week after they write their checks. To these physi- 
cians it may be of interest to knaw something of the 
process of reinstatement. 


For example, thousands of checks from members 
come to the County Society for payment of A.M.A. 
dues. After opening the envelopes and sorting out the 
the 
individual treasurer's cards for the permanent records. 


checks, proper amounts must be entered upon 
Lists of names of members paying dues must be 
arranged in alphabetical order for the auditors. Each 
check must be stamped for deposit, and deposit slips 


filled out and rechecked again. The money for A.M.A. 


dues thus enters the bank to the account of the 
County Society. 
All these operations, including still others, are 


the for 
County and State dues which are handled separately. 


simultaneously going to record payments 


Following such activity at the level of the county 
society alphabetized lists of members who have paid 
their A.M.A. dues are sent to the Medical Society of 
the State of New York together with a check to cover 
payment of such dues. The State Society, in its turn, 
must enter the information on its cards, prepare audit 
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45th ANNUAL 
MEETING 


SOUTHERN MEDICAL 
ASSOCIATION 


NOV. 5-8, 1951 





A MOST CORDIAL WELCOME awaits 

physicians of the South attending the 
Dallas meeting which will consist of forty- 
seven half-day sessions presented by the 
twenty-one sections embracing every phase 
of medical practice. In addition to these 
activities there will be two general sessions, 
the annual dinner of the association, and 
outstanding scientific and technical exhibits. 


Tre COMPLETENESS of the program 
and the excellence of the exhibits will 
again make this meeting of the Southern 
Medical Association the outstanding general 
medical meeting of the year for physicians 


of the South. 


R EGARDLESS of what any physician may 
be interested in, regardless of how 
general or how limited his interest, there 
will be at Dallas a program to challenge 
that interest and make it worthwhile for 
him to attend. 


EMBERS of state and county medical 

societies may attend. Eligible physicians, 
members of state and county medical societies 
in the South can be and should be members 
of the Southern Medical Association. The 
annual dues of $10.00 include the Southern 
Medical Journal, a journal most valuable 
to physicians of the South, one that each 
should have on his reading table. 


SOUTHERN MEDICAL’ ASSOCIATION 
Empire Building 
BIRMINGHAM 3, ALABAMA 
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In Soft-tissue Infections: 








“Terramycin was used in [101] soft-tissue 
infections and proved to be of great value... 
Where the terramycin was used intravenously 
with the proper diluent, no instance of chemical 
phlebitis occurred....Where surgical intervention 
was used in conjunction with terramycin, the 
decrease in morbidity was marked and noteworthy 
... That terramycin has a wide and useful area 

of great value in the treatment of soft-tissue 
infections is beyond question.” 


Wright, L. T., et al.: Antibiotics and 
Chemotherapy 1:165 (June) 1951. 


ANTIBIOTIC DIVISION 














(,RAM-POSITIVE 


7 errary cin is also indicated im a wide range of 


( , Lobar pneumonia * Mixed bacterial pneumonias 


e Bacteremia and septicemia 


Acute follicular tonsillitis 


Septic sore throat + Pharyngitis 
C ? Acute and chronic otitis media 


Acute bronchitis * Laryngotracheitis 


‘. Tracheobronchitis * Sinusitis 


Chronic bronchiectasis 


( Pulmonary infections associated 


with pancreatic insufficiency 


_ Scarlet fever * Urinary tract infections 


Acute and subacute purulent conjunctivitis 


| Acute catarrhal conjunctivitis 


Chronic blepharoconjunctivitis 


not involving the meibomian gland 


f Abscesses * Cellulitis 


Furunculosis + Impetigo 
Infections secondary to Acne vulgaris 
Erysipelas + Peritonitis 


Gonorrhea * Brucellosis 


‘ Bacteremia and septicemia 


Friedlainder’s pneumonia 


Mixed bacterial pneumonias 
Pertussis * Diffuse bronchopneumonia 
Post-partum endometritis * Granuloma inguinale 


by Dysentery * Urinary tract infections 


. Epidemic typhus * Murine typhus 


} Q fever * Rocky Mountain spotted fever 


Lymphogranuloma venereum + Trachoma 


f 
(,RAM-NEGATIVE 
| 
{ 
4 
fvailable as rr 
CAPSULES, 7 ~ Respiratory tract infections 
. ELIXIR 1 Cellulitis + Peritonitis + Tularemia 
ORAL DROPS iy SPIROCHETAI 
INTRAVENOUS S Syphilis + Yaws + Vincent's infection 
OPHTHALMIC f RICKETTSIAL INFECTIONS 
OINTMENT 
OPHTHALMIC f- “4 \ Scrub typhus + Rickettsialpox 
SOLUTION 
» 
a j Vira INFECTIONS 
\\, ; 
Rol 
} BPN PROTOZOAL INFECTIONS 
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| ' Primary atypical pneumonia (virus pneumonia, 
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lists, make deposits and maintain its own set of 
records. = 


Next the State Society sends to the A.M.A. lists of 
members who have paid their A.M.A. dues and sends 
covering checks for each such list. 


In its turn the A.M.A. must enter all information 
on its own cards and—along the way—notifies the 
A.M.A. Journal that member X, for example, is now 
in good standing. If member X’s name has been re- 
moved from the mailing list of the J.A.M.A., because 
he was delinquent, a new addressograph plate must 
be prepared with his name and address so that labels 
can be printed to mail his magazine. Since these 
labels are prepared an issue or two ahead of mailing 
it thus sakes several weeks to start the machinery 
flowing again at the Journal office. 


All these steps—at the county level, at the state 
level, and at the national level—provide an explana- 
tion of why it is impossible to expect that as soon as 
a check is mailed to the N. Y. County Medical Society 
the Journal of the A.M.A. will arrive the next week. 

(Reprinted from New York Medicine, official pub- 
lication of the Medical Society of the County of New 
York, March 20, 1951.) 





THE CLARK REPORT 


Health insurance plans in the United States, the 
study of health insurance coverage compiled under 
the direction of Dr. Dean A. Clark, has been released 
by the Senate’s Committee on Labor and Public Wel- 
fare. The renort (in three parts) covers such categories 
as the Number of Persons Holding Insurance, Benefits, 
Costs, Medical Costs and Insurance Protection, Medi- 
cal Care Insurance and the Industrial, Rural and Aged 
Population, and the Role of Medical Care Insurance. 
It also contains seven statements of cooperating or- 
ganizations and a report of the activities of the Gov- 
ernment in the field of health service. The Research 
Council for Economic Security, one of the organiza- 
tions from which the Senate’s Sub-Committee on 
Health requested information for the study and in- 
vited to attend the conferences of the survey staff, 
makes the following brief report of some of the prin- 
cipal findings of the Clark survey: 75 million people 
are insured in varying degrees by voluntary health 
plans . . . another 75 million are not covered by any 
form of medical care insurance. About half of the 75 
million were insured in a Blue Cross plan about 
34 million were covered by insurance company 
policies about 18 million of the 48 million who 
carried medical and surgical insurance of one type or 
another at the end of 1950 were covered by a Blue 
Shield plan; another 30 million held insurance com- 
pany policies . . . over 21-1 /2 million group and over 
8 million individual. 


Less than 3% of the population (between 3 and 4 
million people) have comprehensive medical care in- 
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surance, including hospital, surgical and _ relatively 
complete medical care insurance . of the 9 to 10 
billion dollars spent for medical care in 1949, about 
8% or 755 million was paid through insurance . . . in 
addition to the 3 or 4 million persons covered by 
comprehensive plans, 17 million (11% ) have hospital, 
surgical and limited medical insurance about 31 
million (21%) have degree of protection 
against the cost of both hospital and surgical care . . . 
23 million people (15%) carry hospital insurance 


some 


only. The proportion of persons having hospital in- 
surance is twice as high in high income as in low 
income states. 


There is considerable variation among the different 
types of plans in the amount of premium paid which 
comes back to the subscriber in the form of benefits or 
dividends . the range is from 55 to 93 percent of 
the subscriber's dollar Blue Cross reported an 
average retention charge of 15% in 1949, the Blue 
Shield 21%, and insurance companies estimate group 
policies at 20% and individual insurance at 45%. 





DEATHS 





WILSON CALDWELL BROWN 


Dr. Wilson Caldwell Brown, 90, retired physician, 
died at his home near Newberry on July 1. He was 
the last surviving member of the Red Shirts. 

A native of Newberry County, Dr. Brown received 
his education at Erskine College and the Medical Col- 
lege of South Carolina (Class of 1888). After ten 
years of medical practice, ill health forced him to re- 
tire from active practice and the remainder of his 
life was devoted to farming. 

Dr. Brown is survived by two daughters. 





SKOTTOWE BELLINGER FISHBURNE 


Dr. S. B. Fishburne, prominent Columbia physician, 
died at the Veterans Hospital on July 8, at the age of 
seventy-six. 

Dr. Fishburne received his education at Clemson 
College, the South Carolina College and the Medical 
College of South Carolina from which he was gradu- 
ated in 1900. Following his graduation he practiced 
in Columbia for many years, also serving the city as 
health officer. He volunteered his services during 
World War I and served as a captain. After his dis- 
charge he was appointed an examiner for the Veterans 
Administration with which he was connected until his 
retirement in 1947. 

Surviving Dr. Fishburne are his wodow, a son and 
two daughters. 





RALPH E. BROWN 


Dr. R. E. Brown of Barnwell, who had been in poor 
health for several years drowned at Savannah Beach 
on July 17. He was vacationing at the beach with his 
wife and two daughters at the time of his untimely 
death. The forty-seven year old physician moved to 
Barnwell from Gainesville, Ga., in 1935. 
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a{new|drug... 


for the treatment of ventricular arrhythmias 


PRONE STY L Hydrochloride 


Squibb Procaine Amide Hydrochloride 








































































































































Oral administration of Pronestyl is indicated in 
ventricular tachycardia and runs of ventricular 
extrasystoles. Intravenous administration is some- 
times used in ventricular tachycardia and to correct 
ventricular arrhythmias during anesthesia. For 
detailed information on dosage and administration, 
write for literature or ask your Squibb Professional 
Service Representative. 


PRONESTYL IS A TRADEMARK OF E.R. SQUIBS & SONS 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronesty] Hydrochloride Solution, 100 mg. per ce., 10 cc. vials. 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1868. 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. A. F. Burnside, Columbia, S. C. 


Publicity Secretary: Mrs. Weston Cook, Columbia, S. C. 


Beene 








“WHAT CAN I DO?” 


This is a title taken from an article written by 
Bertrand Russel, the winner of the Nobel prize for 
Literature for the year 1950. It is a question that has 
many answers, answers that can cover unlimited dis- 
cussion and that is why I have chosen it for my sub- 
ject today. When I am speaking to one of my state 
auxiliaries I always endeavor to select a subject that 
is exible as well as comprehensive. 


There is so much that each of us can do and there 
are so many different phases of auxiliary work to be 
done that there must be some phase that is suited to 
the ability of each of us. I should like to mention a 
few of these and then leave it to you to decide which 
you feel you would enjoy doing and are most capable 
of doing. 


Whether you are an Auxiliary member or not, you 
are still the wife of a physician and more or less in 
the limelight, and what you do and say will reflect 
for good or evil on your husband and on the medical 
profession as a whole. Edmund Burke said “All that 
is necessary for evil to win is for enough good men to 
= nothing.” I know you do not want to be in this 
class. 


It is important that as doctors’ wives we develop a 
sense of individual responsibility and _ individual 
initiative. Before doing any constructive work, how- 
ever, it is necessary that you have the facts regarding 
the issue and above all you must believe in what you 
are doing. Arthur Kroestler in the “Age of Longing” 
stresses this when he had Hydie, an emotional and 
unbalanced American girl whose father is a power 
in the American Embassy in Paris, think she is in love 
with Fedka Nikitin, a cultural ambassador from Mos- 
cow. Hydie feels that the reason she likes to be with 
Nikitin is because he believes in the monstrous theory 
that whatever the hierarchy in the Kremlin orders 
must be morally and _ intellectually right. In Mr. 
Kroestler’s novel, thoughtful men in Paris are being 
paralyzed by fear of the unknown. Mr. Kroestler, in 
this powerful, complex, and terrifying novel, tries to 
make his readers realize that they must resist en- 
slavement. I think he generally is successful. I do not 
suggest that you must be like Nikitin and accept and 
believe blindly in a program before you can handle it 
successfully, but I do feel that the cause for which 
you are working must seem right and important or 
you will not be successful. This fear of the unknown 
must not be allowed to paralyze us. The danger that 
confronts us today is very real, but dangers need to be 
faced by calm judgement not by hysteria. We must 
learn to help ourselves as well as others to learn to 
live with rather than in fear of the atomic bomb, for 
the threat to our security may be with us for a con- 
siderable time to come. The public must be educated 
with respect to the true potentials and limitations of 
atomic warfare, biologic and chemical warfare agents. 
Never before has there been a weapon that permits 
such an opportunity for exploiting the peoples’ fear 
of the unknown. We must form groups to study Civil 
Defense so we can help ourselves as well as others 
overcome this deadly fear. In the March issue of your 
Bulletin is a copy of the address given by Dr. George 
Lyons at our November Conference. In it he makes 


some valuable suggestions for us to follow as well as 
gives us the names of some books to use for study 
groups. Also, copies of “U. §. Civil Defense—Health 
Services and Special Weapons Defense” were sent by 
your National President to all State Presidents. 


The legislation that is now being introduced and 
discussed in Congress has many angles and ramifica- 
tions. It is necessary that all of you study what is 
happening in Washington. Your copies of Capitol 
Clinics, that this vear, have been sent to every county 
president should be of great assistance to you. We 
need your interest and your participation in the efforts 
of our parent body to defeat legislation that would 
not conform to our beliefs and principles. Some very 
vicious legislation is being cleverly included in so 
called defense bills. It is iust as important now as it 
was last year to cooperate with the National Educa- 
tion Committee. Resolutions are still paramount im- 
portance and should be sought by all auxiliaries 
whenever possible. Offer the study kits to groups 
such as A. A. U. W., P. T. A., of W. Voters, Nursing 
groups, and then follow through after they have been 
given an opportunity to study both sides. The Na- 
tional Meeting of the A. A. U. W. is now history, but, 
at that meeting, the following was put on their study 
agenda: “Noting the current interest and concern as 
to the proper method of securing adequate health pro- 
tection and medical care, we shall undertake the 
earnest and thorough study of all proposed plans for 
health insurance with the object of reaching an in- 
formed opinion.” This should make you realize how 
important it is that we put the right type of informa- 
tion into the hands of the various local branches of 
A. A. U. W. Do not be a pressure group but also do 
not adopt a defeatist attitude, for if you do you will 
meet with defeat. ; 


One of our best talking points is, of course, Vol- 
untary Health Insurance plans. Voluntary Health In- 
surance plans have made remarkable progress in the 
last four or five years, but so few people are cognizant 
of this fact. They do not realize that in 1946, 40 mil- 
lion enrolled in Blue Cross and now approximately 70 
million. The Department of Commerce showed that 
the Blue Cross paid 82% of the hospital bills of the 
average subscriber in the nation and the Blue Shield 
paid between 50% and 60% of the cost of the 
physicians services. Furthermore, the percentage for 
the average low income group is above the average 
for the upper income group below the average, which 
is as it should be. 


_ The White House Conference is now history, but 
for sometime to come you will hear repercussions 
from it. Your National Auxiliary was represented by 
your President, President Elect, National Public Re- 
lations Chairman and National Legislation Chairman. 
We all worked long hours and tried to gain as much 
information as possible. It is important that you 
familiarize yourselves with the highlights of this con- 
ference. Copies of January Survey were sent to all! 
state presidents. Read Dr. Dukelow’s article in your 
March Bulletin and also his article in your March 
Today’s Health. I should like to see the Auxiliary 
members informed and active participants on the 
local and state level in the program that is being 
evolved from the recommendations from this confer- 
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A valuable adjunct to the dietary regimen is 
DeEsoxyN Hydrochloride—to dull the sensation of 
hunger, buoy the spirits, help make the patient a 
better match for temptation. Weight for weight, 


DEsOXxYN is more potent than other sympathomi- 
metic amines so that smaller doses can produce the 
desired anorexia. With the recommended dosage 
there is seldom any side-effect or feeling of “drug 
stimulation.”” One 2.5-mg. or 5-mg. tablet before 
breakfast and another about an hour before lunch 
are usually sufficient. In addition, DEsoxYN has a 
faster action, longer effect. Try it—in obesity and in 


other conditions indicating 1 e e 


an effective central stimulant. 
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ence. They may be important to all of our children 
and grandghildren. 

Rural Health: The Rural Health Meeting held in 
Memphis the first part of February was interesting 
and informative. As your President, I had a part on 
the panel of National Representatives the last day. 
There is so much that can be done in the rural areas 
and it is a fertile field for us. Health Days, Health 
Audits or Surveys, Local Health Councils: All of 
these are important in this program. This group needs 
vour help and I hope many of you will see your way 
to offer it. 

Nurse Recruitment: If vou are a graduate nurse you 
should renew your affiliation with your local nursing 
group, even if you do not plan to do any nursing, so 
you may be called if an emergency arises and, too, 
because it is good public relations. As the Korean war 
progresses, the shortage of nurses becomes more acute 
and we should leave no stone unturned to assist in 
recruiting nurses. 

Public Relations is always with us and its im- 
portance seems to increase rather than decrease. Dr. 
Cline’s excellent definition of public relations is I 
quote “To do good, to be good and to tell the people 
about it.” Dr. Henderson states on his President’s Page 
in the A.M.A. Journal of March 3lst that 23 state 
societies now have full time Public Relations men. 
These men are eager and ready to cooperate with us. 
All Auxiliary Public Relations Chairmen should work 
with them. Two new servioes have been initiated this 
year by your Public Relations Chairman. They are 
P. R. Agenda and P. R. File. The P. R. Agenda sup- 
plies you with up to date, important information along 
public relations lines and the file is for your use. I 
urge you to give us your assistance with this file. We 
need you to send us worth while material. If all states 
will do this, we shall soon have available to you much 
valuable material. 

In his article in the March Bulletin, Dr. Austin 
Smith suggested that we develop a two way highwav 
going to and from our medical society. This I feel 
is a valuable suggestion, for our men need information 
regarding what we are doing and suggestions from us 
almost us badlv as we need it from them. I hope you 
will give thought to this suggestion. 

These are just a few of the highlights of activities 
that I would suggest for you to think about and con- 
sider. The National Auxiliary never orders a State 
Auxiliary to follow any program; it merely makes 
suggestions. Therefore, on the Local and State Aux- 
iliaries rests the implementation of all worth while 
projects and programs in the last analysis. On you 
rests the success or failure of not only your own 
county and state organization, but in no small degree 
that of your National Auxiliarv. 

I hope I have not overwhelmed you with a list of 
things “You can do,” but I do hope that all of you 
will think seriously of what I have said and try to do 
your share in some phase of our work. If each of you 
does this then perhaps the National Auxiliary will be 
able to say, as Pippa did in Browning’s “Pippa Proses,” 
“God is in his heaven, all is right with the world.” 
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(Address delivered by Mrs. Arthur A. Herold, presi- 
dent of the Woman’s Auxiliary to the American Medi- 
cal Association, at the convention of the Woman's 
Auxiliary to the South Carolina Medical Association, 
May 16, 1951.) 





Dear Doctor; 

Does your wife belong to the Medical Auxiliary? 
If you are one of the 580 whose wives do belong, we 
salute you. But if vou are one of the 593 others in 
South Carolina whose wives do not belong, then this 
is addressed to you. 

Perhaps you say there is no Auxiliary to which 
your wife can belong. But we say there is. She can 
be a member-at-large of the Woman’s Auxiliary to 
the South Carolina Medical Association, a status de- 
signed for women who live in sections too sparsely 
populated with doctors for a county or district Aux- 
iliary to be practical. Your wife can become a member- 
at-large by paying the state and national dues, $2.00 
That sum buys her the right to vote and hold anv 
office except that of state president. And she will feel 
more a part of the group when she attends conventions. 
with you 

As a physician you value the privilege of belonging 
to your county, state and national medical organiza- 
tions. Your wife has the opportunity of belonging to 
the Auxiliary because of your membership. She should 
recognize the high privilege it is to belong, and you 
should cherish the privilege for her. We hope that 
your wife is alreadv a member of the Auxiliary, but 
if she is not we invite her to join. 

Hoping to see both of you at the convention next 
spring, I am 

Sincerely, 

Harriet Way Shealy 

Mrs. Kirby D. Shealy, President 
Woman’s Auxiliary to the 

South Carolina Medical Association 





Mrs. Alfred F. Burnside, immediate past president 
to the Woman’s Auxiliary to the South Carolina Medi- 
cal Association was appointed National Program Chair- 
man at the recent convention in Atlantic City. This 
appointment was announced by Mrs. Harold F. Wahl- 
quist, National President. 

Mrs. Burnside met with a National Auxiliary Com- 
mittee and with a committee from the American Medi- 
cal Association in Chicago. in June, to plan the pro- 
gram for the current auxiliary year. 





I consider it a privilege to serve on the Advisory 
Council. The Auxiliary has been carrying on a splendid 
program for many vears and I feel sure under the able 
leadership of its new president, Mrs. Kirby D. Shealy. 
that it will obtain a high place in National rating. 
Your increase in membership. vour worthwhile effort 
with the Jane Todd Crawford Nurse Loan Fund and 
the Student Loan Fund are examples of your progress. 

My best wishes for a most successful year to all of 
the new State Board. 

R. L. Sanders, M. D. 





NEWS ITEMS 





Dr. Henry W. Moore of Columbia has successfully 
passed the examinations given by the American Board 
of Pediatrics and is now a Fellow in the American 
Academy of Pediatrics. 





Dr. S. D. Campbell of Piedmont was honored on 
July 22 when over five hundred friends gathered to 
do him honor for the services he had rendered in fifty 





vears of medical practice. Dr. Campbell was presented 
with a silver service by members of the Mother’s Club 
and friends in the community. 





Dr. E. J. Dennis, recently discharged from the 
Navy, has opened offices in Moncks Corner for the 
practice of medicine. He will also have office hours in 
St. Stephen. 
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**Nowhere in medicine are 
more dramatic therapeutic effects 
obtained than those which 
follow estrogen therapy in the 
girl who has failed to develop 
sexually. A daily dose of 2.5 to 
3.79 mg. of ‘Premarin’ given in a 

. cyclic fashion for several months 


Hamblen, E. C.: Some Aspects 
of Sex Endocrinology 


in General Practice, may bring about striking adolescent 
North Carolina M. J. 


7:533 (Oct.) 1946. changes in these individuals.”* 





long a choice of physicians treating the climacteric—has 


“Premarin”—a naturally occurring conjugated estrogen— 
S: 


been earning further clinical acclaim as replacement 
therapy in hypogenitalism. 


ee 99 In the treatment of hypogenitalism, the aim of 
“Premarin” therapy is to develop the reproductive and 
® accessory sex organs to a state compatible with 


normal function. 
Four potencies of “Premarin” permit flexibility of 


Estrogenic dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 0.3 mg. tablets; 
Substances also in liquid form, 0.625 mg. in each 4 cc. (1 teaspoonful). 
(water-soluble) “Premarin” contains estrone sulfate plus the sulfates of 
also known as equilin, equilenin, B-estradiol and £-dihydroequilenin. 
Conjugated Other a- and B-estrogenic “diols” are also present in 
Estrogens varying amounts as water-soluble conjugates, 
(equine). 










Ayerst, McKenna & Harrison Limited 
@ 22 East 40th Street, New York 16, New York 


5005 R 
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Dr. H. W. Gibson has recently started practicing in 
Barnwell. Dr. Gibson is the son of Dr. W. T. Gibson 
of Batesburg. - 





Dr. Vincent J. Hyams, a native of Orangeburg, is 
now practicing in Kershaw. Dr. Hyams finished his 
internship at The McLeod Infirmary in Florence in 


July. 





Dr. Vince Moseley of the Medical College has been 
appointed chairman for South Carolina of the Na- 
tional Doctors Committee for Improved Medical Serv- 
ices. 





Dr. Malcolm Dantzler recently moved to Mullins 
and is connected with the Marion and Dillon County 
Health Departments. 





Dr. F. L. Geiger, Director of the Division of Heart 
Disease and Cancer Control of the State Board of 
Health, has been notified that he has passed the ex- 
aminations necessary for certification by the Ameri- 
can Board of Preventive Medicine and Public Health. 





Dr. Harold P. Jackson and Dr. Robert C. Brownlee 
have announced the opening of offices in Anderson 
for the practice of pediatrics. 








Dr. D. Lesesne Smith, Jr. of Spartanburg has an- 
nounced the appointment of Dr. Clarence E. Lyles 
as his associate. 





Dr. Frank H. Stelling of Greenville announces the 
association of Dr. Leslie C. Meyer in the practice of 
orthopedic surgery. 
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Dr. W. Ely Brooks is now practicing urology in 
Charleston. 








On July 1, Dr. J. M. Stallworth became associated 
with Dr. Wm. H. Prioleau and Dr. Edward Parker in 
the practice of general surgery. 





Dr. A. C. vonLehe has returned to his home town, 
Walterboro, to practice general medicine. 








Dr. W. J. Snyder of Sumter is now a diplomate of 
the American Board of Obstetrics and Gynecology. 





Dr. Anthony White is now associated with Dr. Hal 
Jamison in Easley. 





Dr. and Mrs. J. W. Bell of Greenwood announce 
the birth of a daughter, Sally, on May 12, 1951. They 
are also the parents of two other children, Mary Ann, 
age 8% and John, age 7. 





The South Carolina Chapter of the American Col- 
lege of Surgeons will meet in Charleston on October 
3, 1951 at the Roper Hospital and The Medical Col- 
lege. The morning program will be devoted to 
specialty groups. In the afternoon, starting at 2 P. M.., 
there will be a general session to which the general 
profession will be invited. The principal speaker will 
be Dr. Champ Lyons, Professor of Surgery, the 
University of Alabama. He will speak on “The Clinical 
Aspects of Changes in Blood Volume”—this is a sub- 
ject which should be of interest to anyone who prac- 
tices surgery. There will be other speakers from the 
South Carolina Chapter. 





BOOK REVIEWS 





LET’S COOK IT RIGHT by Adelle Davis. Harcourt, 
Brace & Company, 383 Madison Avenue, New York 
17, N. Y. Price $3.00 

After several brief chapters on general factors about 
foods, cooking, planning, etc., the author devotes the 
remainder of the book to recipes with generous dis- 
cussion of methods of preparing healthful mea!s. The 
recipes are simple, Mrs. Leisey permits easy leeway 
for the housewife in her suggestions of over three 
thousand variations to the three hundred and _ fifty 
basic recipes in the book. 


Planned to give economical suggestions to present 
day housewives, this book contains a wealth of prac- 
tical information. Included will be found chapters 
titled “Serve Your Salads First,” “Milk Drinks,” 
Make Canning and Pickling Your Hobby,” Revising 
and Creating Recipes,” and “Where To Buy Foods 
Not Yet On The Market.” These titles serve to show 
the variety that will be found in “Let’s Cook It Right,” 
a thoroughly enjoyable and taste tempting book about 
cooking. 
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Addiction, Rest and Convalescence. 


ORIN R. YOST, M. D. 








Distinctive Sanitarium for Nervous and Mental Diseases, Alcoholism, Drug 


Edgewood offers all approved therapeutic aids. Complete bath departments. Living accommodations private 
and commodious. Excellent climate year ‘round. Unusual recreational and physical rehabilitation facilities. 
Occupational therapy. Specializes in electro-shock and insulin therapy. Separate department alcoholism, 
narcotic, barbiturate addiction. Gradual reduction method. Full time psychiatrists, nurses, and aides assure 
individual care and treatment. For detailed information write 


TELEPHONE 1620 
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CONTROL of the CORROSION FACTOR 


in PEPTIC ULCER 


A Report on the Efficacy of Dihydroxy Aluminum Aminoacetate 


(ALGLYN@ N.N.R.) 


As a Gastric Antacid 


Alglyn®, dihydroxy aluminum aminoacetate. is the 
product of combining aluminum with the amino 
acid, glycine. It was developed by Krantz, of the 
University of Maryland, in co-operation with the 
research staff of the Brayten Pharmaceutical Com- 
pany. The objective was to produce a nonsystemic 
gastric antacid in tablet form that would be con- 
sistently prompt and persistent in its action. 


In this respect, the dehydrated forms of the 
aluminum hydroxide gels are known to vary con- 
siderably in bulk and in rate of solution in acid, 
depending on the drying method (mainly tempera- 
ture and rate of drying), and also depending on the 
individual nature (concentration of the suspended 
material, its particle size, etc.) of the original 
liquid gel from which each dry form is made. Ac- 
cordingly, there are differences in the activity of 
the various tablets available, depending on their 
origin. Differences are also found among various 
batches of tablets made from the same type gels 
at different times, depending on the age of the tab- 
lets and the conditions under which they are stored. 
These variables often made it necessary for the 
physician to compromise when using tablets; in 
order to give the patient the convenience of an easy- 
to-carry dosage form, some efficacy had to be sac- 
rificed. 


In contrast to tablets of the dehydrated hydrox- 
ides, Alglyn tablets were found to possess a uniform 
reaction rate, regardless of their shelf age. Labora- 
tory evaluations have repeatedly shown that the 
reaction rate of Alglyn tablets compares favorably 
with that of liquid preparations of aluminum hy- 
droxide.':?.3 The onset of action is somewhat more 
rapid for Alglyn than for dried aluminum hydroxide 
tablets. The difference in reaction rate is measur- 
able by laboratory methods and is sometimes 
clinically detectable as well, as evidenced by the 
fact that patients frequently report that they get 
more consistently prompt relief from Alglyn tablets 
than from many other aluminum-antacid tablets. In 
ten minutes the pH is raised to approximately 3.9 
and remains above 3.0 for two hours. Even when 
given in excess, however, Alglyn tablets cannot pro- 


duce a pH higher than 4.5; neither cause alkalosis 
nor stimulate rebound secretion of acid. 


Clinical experience shows that Alglyn tablets are 
eminently effective as gastric antacids, can be used 
effectively and safely for correcting hyperacidity 
whenever that is responsible for distress.4-> They are 
especially valuable in the treatment of patients who 
have peptic ulcer, and those who seem to be pre- 
disposed to ulcer—whenever both rapid and sus- 
tained control of gastric acidity is advisable, either 
for treatment or prophylaxis. In addition to their 
antacid effect, Alglyn tablets protect against cor- 
rosion from gastric juice in these ways: 

1) curbing peptic activity by inactivating 
pepsin, independently of their effect on pH 

2) by forming a coagulum with gastric secre- 
tions, resulting in the precipitation of a 
protective coating on the gastrointestinal 
mucosa 


Altogether, these effects help to create and main- 
tain a gastrointestinal environment that is con- 
ducive to uninterrupted ulcer lealing. 


Although Alglyn tablets have a high acid-buffering 
capacity, their aluminum content is relatively low 
(40% less than dried aluminum hydroxide). Alglyn 
tablets are small. easy to take: have a pleasant mint 
flavor; do not feel gritty in the mouth. 


Alglyn tablets are supplied in bottles of 50 and 
100 tablets. Each tablet contains 0.5 Gm. (7.7 
grains) of dihydroxy aluminum aminoacetate. 
Brayten Pharmaceutical Company, Chattanooga 9, 
Tennessee. 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between _ all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tlOLS. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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The following companies carry advertising in the Journal of the South Carolina Medical 
Associafion and help to-make its publication possible. 


Abbott Laboratories 

Allen’s Invalid Home 

American Meat Institute 

Ames Company, Ine. 

AR-EX Cosmetics, Ine. 

Atlanta Graduate Medical Assembly 
Averst, McKenna & Harrison, Ine. 
Bahamas Government Development Board 
Birtcher Corporation 

3orden Company 

Brawner’s Sanitarium 

Brayten Pharmaceutical Company 
Broadoaks Sanatorium 

Camel Cigarettes 

Chas. Pfizer & Co. 

Coca-Cola Company 

Edgewood Sanitarium Foundation 
Eli Lilly Company 

Estes Surgical Supply Company 
Florida Citrus Commissicn 
General Electric X-ray Corp. 
Highland Hospital 

Hoye’s Sanitarium 

Inter-Ocean Insurance Co. 

John B. Flaherty Company 
Keeley Institute 


Laurens Rest Home 
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Lederle Laboratories 

Mead Johnson & Company 
Merck and Company, Ine. 
Nestle Company, Ine. 

Parke, Davis & Company 

Philip Morris and Company 
Physicians Casualty Association 
Pinebluff Sanitarium 

Powers & Anderson of 8. C. 
Rexair Division 

S. H. Camp & Company 
Schering Corporation 

G. D. Searle & Company 
Southern Dairies, Ine. 

E. R. Squibb & Sons 

Tablerock Laboratories 

U.S. Brewers Foundation 
Upjohn Company 

Wachtel’s Physician Supply Company 
Wander Company 

Waverley Sanitarium, Inc. 
Westbrook Sanatorium 

White Cross Hospital 
Winchester Surgical Supply Co. 
Winthrop-Stearns, Ine. 


World Insurance Company 





Wyeth, Ine. 





